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The Cardiovascular Syste 


CHAPTER (1) 
ZS Remember these points for good Communication: 


Sr Time (A little time taken to talk to somebody properly will help 


enormously) 
Pe Listen (Active listen to someone makes him feel that his speech is 
important) 
*—— Smile (Smile will often encourage a patient to tell you problems he 
would not normally do) 
5— Humility (No one, in particular the patient, is inferior to you). 
Personal data: 


Name Age - Sex — Marital status — Occupation - Residency — Tribe — 
Informer (if other than the patient), 
* Date of admission. 


€&& The Present complaints: 


Ask the patient about his complaints; record the duration of each complaint 


E.g.: cough 5 days. 
Chest pain 3 days. 
SOB 2 days 


& History of present illness (HPI): 

HPI should include the full details of the main complaints by asking the 
patient to tell you the story of his / her illness from the beginning and by making 
further questions for other symptoms related to his problem, the answer should be 
written in the form of story considering both positive and important negative signs 


The following are the main symptoms of CVS : 


(1) Chest pain . (2) Dyspnoea, Orthopnoea, PND 
(3) Palpitation . (4) Lower limb swelling 
(5) Cough (6) Syncope 


** Systemic review: you should review the other systems. 


€ Detailing of symptoms: 
(1) Chest pain: 
(A) How to describe it: 


(1) First onset? 
(2)Duration of individual episodes 


(3)Periodicity? 
(B)Where: (1)Site of origin? 
(2)Radiation? 
(3)Effect of different posture? 
(C)How: (1)Severity? 
(2) Nature? 


(3) Exacerbating and relieving factor% H 


® Causes of chest pain: 


Cardiac causes 3 (1) Ischemic heart diseases (angina — myocardial 
Infarction) 
(2) Pericarditis. 
(3) Dissecting aneurysm 
Respiratory causes > (1) pleurisy (2) Pulmonary infarction. 
(3) Pulmonary embolism, (4) Tumor. 


(5) Trachietitis. G pense thas 
Esophageal causes > (1) Reflux esophagitis 

(2) Diffuse esophageal spasm 
Diaphragmatic > Subphrenic abscess 
Muscular Pain 


(B) Assessment of chest pain: 
(Modified Canadian Cardiovascular Society criteria) 


^ Grade p : Angina on strenuous / prolonged exertion 
* Grade II : Angina on climbing two flights of stairs. 

” Grade IU ; Angina on climbing one block on the level 
* Grade IV : Angina at rest. 


[a] 


D 


Il 


(C) Characteristics of chest pain: 
Ischemic chest pain (Pain of angina and myocardial infarction}: 


Jame 


Described as squeezing, pressure, heaviness, or constricting in 
character, as if there is a tight band around the chest. 


Retrosternal and cross the midline, when the patient is asked to indicate 


the site of pain, he puts his hand horizontally (if the pain is due to 
esophagitis, the patient put his hand vertically along the sternum). 


Pain usually radiates to the left arm, along the medial side, neck and 
jaw. 

Pain is sever in intensity. 

Pain may be associated with sweating, palpitation, and breathlessness 

Pain is usually aggravated by exertion (anginal pain). 

Rest and sublingual nitrates may relieve it 


It is worse during cold and windly weather. 


Pericarditic pain: 


de 


ie 


Site  Retrosternal, may radiate to the left shoulder or back 


Onset 2 No obvious initial precipitating factor, tend to fluctuating in 
intensity. 


Nature > may be stabbing or raw. Often describe as sharp, rarely as 
tight or heavy 


Aggravating factors > change in posture, respiration 
Relieving factors 2 analgesics: 


Associated with > pericardial effusion. 


Pain caused by dissecting aortic aneurysms: 


Site > often first felt between blades, might be felt retrosternal, in the 
neck, or in the abdomen. 


Onset > usually sudden may follow sudden twist or exertion. 
Nature -> sever pain, often described as tearing in nature. 


Relieved by -> Tend to persist. 


Associated with -> (a) asymmetric pulse, (b) unexpected bradycardia, 
(c) early-systolic murmur, (d) weakness in legs 


J= 


$$ Differences 


Features 


Chest 
pain 


between angina and myocardial infarction. 


Stable Angina 
LE On exertion relieved by 
rest. 
M» Relieved by sublingual 
nitroglycerine. 
 Duration(1 to 5 minutes 


Myocardial Infarction 


+ May occur at rest or on 
exertion. 

W Not relieved by sublingual 
nitroglycerine. 


We Duration >30 min. 


(sometimes upto 30 minutes 


* Complicat 
ion as 


Uncommon 


Common 


(arrhythmia 
- heart 
failure) 
^ ECG M» Resting ECG is usually M$ May be normal during 


normal. 
M» During Pain or exertion > 
ST depression 


initial few hours. 

M* ST elevation -transient 

deep and symmetrical T wave 
inversion — pathological Q 
wave 


^ Cardiac 


Normal 


Raised 


enzymes 
* Coronary It will show site and severity of | It will show site of total 
angiography | coronary artery narrowing occlusion of coronary artery, 


(2) Palpitation: 


It is unpleasant awareness of heartbeat. 


Causes: 


and may show narrowing of 


other branches. 


preepite? i "à “Fatt 


(1) Cardiac arrhythmia. 


(2) Abnormal awareness of normal heart beat (e.g. anxiety) 


(3) Sudden vasodilatation as: 


G) 
DI 


Side effects to certain drugs. 


Consequence of perimenopausal vasomotor instability 


(3) Dyspno 


ea: 


It is awareness Of the act of breathing. 


4$ Cardiac causes of dyspnoea: 
Heart Failure — Ischemic heart diseases — Pulmonary edema -HTN. 


SS Types Of Dyspnoea: 
Exertional dyspnoea-? Exercise - Left Heart Failure — Old patient. 


Dyspnoea at rest > Sever Heart failure - Pulmonary edema. 


Orthopnoea > breathlessness on lying flat. pate DECH è bey 1 


TTTT 


Paroxysmal nocturnal dyspnoea > Due to increased left ventricular 
load , awaking the patient from the sleep, the symptoms are corrected by 
standing up right. Commonly occurs in left heart failure, which may be 
due to HTN or aortic stenosis. 


ZP Assessment of cardiorespiratory capacity: 
(New York Heart Association - NYHA — criteria): 


: Dyspneic only on sever exertion. 
: Dyspneic on walking up hills or stairs 
: Dyspneic on walking on a level surface. 


: Dyspneic at rest. 


(4) Edema: 


= Edema is tissue swelling as a consequence of increase in interstitial fluid 


( starling law): 


LYMPHATIC 
DRAINAGE 


Ke OR INFLOW OF 
WATER & SOLUTES — ——À. WATER L SOLUTES 
OSMOTIC INTERSTITIAL 
PRESSURE OF FLUID 
INTERSTITIAL TISSUE 
FLUID PRESSURE 
T 
j 
HYDROSTATIC PRESSURE men 
Ea PRESSURE 
i OF PLASMA 
PRESSURE PROTEINS 
OF PLASMA ere 
PROTEINS HYDROSTATIC 
E PRESSURE 
ARTE VENULAR 
ENG Or SES END OF CAPILLARY 


The formation and disposal of the interstitial fluid. 


Adopted from Macleod’s Clinical Examination 


Noted in: 1-Peripheral (swelling in the lower limb or over the 
sacral area) 
2- Pulmonary Oedema 


3- Collection of fluids in the 3" space (Ascitis, Pleural effusion, 


Pericardial effusion) 


(5) Syncope: 


Syncope is a brief loss of consciousness, resulting from inadequate perfusion to the 


brain, which may be due to: 
1- Sudden vasodilatation. 


2- Sudden fall of cardiac output. 


ZS Causes: 
(A) Arrhythmia 
(B) Obstruction 
(A) Arrhythmia ` (1) Ventricular tachycardia 
f (2) Rapid supra ventricular tachycardia. 
(3) Sinus arrest. 


(4) AV. block. 
(5) Artificial pacemaker failure 


(B) Obstruction (1) Aortic / Pulmonary stenosis. 
(2) Hypertrophic obstructive cardiomyopathy 
(3) Fallot's tetrology 
(4) Pulmonary HTN 


(5) Pulmonary embolism. 


(6) Defective prosthetic valve. 


(7) Others. 
(6) Cough: 


(1) Dry or productive. (2) Painful or not 


(3) Onset . (4) Duration. 


(5) Aggravating factors (6) Relieving factors 


(7) When worsens. 


& Summary of cardiac diseases presenting with non cardiac symptoms 


EE 


Arrhythmia- Hypotension - aortic stenosis Syncope 

Embolism of the heart -HTN — Endocarditis Stroke 

Liver congestion secondary to heart failure Abdominal pain- GIT 
Jaundice 

Heart failure Oliguria 


49$ Past medical history (P.M.H): 


Past medical history of similar condition 


n 


History of HTN -DM — Asthma DÉI Ramen, eal 


Past medical history of hospitalization (when — where — why — How long 
— what was the treatment) 


History of trauma — blood transfusion. 


Si FTT 


History of tonsillitis — syphilis - arthritis. 
ZE Family History: 
b— Family history of similar condition. 


caugh 


P— Family history of HTN, DM, Asthma. , chro wet 
*— Family history of sudden or premature death. 


e € Summary of the relationship between the inheritance and 
cardiac disease: 


P Single gene cardiac disease: 
Ai Marfan’s syndrome. 
A Hypertrophic cardiomyopathy. 


A Myotrophic dystrophy. 


A Familial hypercholesterolaemia~ Holt — oram syndrome- 


Ehlers — Danlos syndrome 


*-—— Cardiovascular disease with several genes: 


AN HIN. 


A Ischemic heart diseases 
A Rheumatic heart diseases. 
A Abdominal aortic aneurysm. 


ZS Drug History (DH): 
*—- Sensitivity to any type of drug taken by him / her 
Se Significant medication (name — dose— frequency- duration) 
*— Drugs taken now (name — dose- frequency- duration) 

& Socioeconomic History (S.H): 


The important social factors: 
(QIncome Brow (detailed) O Family member- Housing condition (NO. Of rooms, water 


supply, electricity, animals, flowers e 
" oe (smoking-alcohol consumption) D ducatioif£ Travelling. 


= 


E— Ask smokers about: type (cigarette, cigars, and pipe), quantity 


and duration. (Smoking is a risk factor in ischemic heart disease} 


Ask alcohol consumers about: quantity , type of drink, and 


duration . {Alcohol > alcoholic cardiomyopathy} 


Cold exposure > Angina — Raynaud’s Phenomena. 
Deep sea diving > Embolism through foramen. 


Vibrating machine tools -> Raynaud’s phenomena. 


TTT Ts 


Organic solvent > arrhythmia — cardiomyopathy. 


CHAPTER (2) 
PHYSICAL EXAMINATION 


The examination of C.V.S could be conducted under the following headings: 


(1) General inspection. 
(2) Examination of the arterial system 
(3) Examination of the venous system 
(4) Examination of the Precordium 
(5) Examination of the Chest & Abdomen 
(1) General Inspection 
** General look: 
Note if the patient is: 
A Vll, unwell, Well( V) 
LA Febrile or not, 
A Lying( flat, on pillows, or in cardiac bed), e 
A Dyspneic or not 3 
A Jaundiced or not, 
LA Cyanosed or not. O 
* Examine the hand and look for: 
(1) Temperature (2) Pallor. 
(3) Clubbing finger (4) Peripheral cyanosis 
(5) Splinter Hemorrhage (6) Osler’s node 
(7) Jane-way lesion. 


It is useful, as well as, polite to begin the physical examination by 


shaking hands with the patient it gives you information about the 
temperature, anxiety, and allow the hand to be examined. 


NB: 
* Warmhand > peripheral vasodilatation. 
Coldhand > peripheral vasoconstriction. 
Sweaty hand > increased sympathetic over activity either from 
anxiety or heart failure. 
* Clubbing finger. KR Cyanotic congenital Heart disease- Bacterial 
Endocarditis. 
* Splinter Haemorhage- Osler's node > Infective Endocarditis. 
*  Pallor > anemia 
** Examine the face: 
+ In the eye look for: 
(1) Anaemia (2) Jaundice 
(3)Xanthelasma (4) A corneal archus 


In the mouth (tongue & lips) look for: 
Anaemia —Cyanosis 


A Anaemia Heart failure, infective endocarditis ,poor nutrition 


A Jaundice Chronic congestion of the liver. 


A Xanthelasma> Hyperlipidaemia 
& Corneal archus 


Causes of peripheral cyanosis *: 
(1) Cold weather, (2) Reduced cardiac output. 
(3) Superior vena cava obstruction. 

Causes of central cyanosis **: 


(1) Cyanotic heart disease (2) Pulmonary oedema. 
(3)Chronic obstructive air way disease: (4)Pneumonia 
(5) Pulmonary infarction. (6) Allergic alveolitis — 


Fibrosing alveolitis. 

(7)Sarcoidosis. 
*Look for peripheral cyanosis in the hands, cheeks, lips, and ears. 
e — **Look for central cyanosis in the tongue and buccal mucosa. 


LI Look for anaemia in the cyes, tongue, and palm 
Look for jaundice in the sclera in the daylight. 
(2) Examination of the arterial system 


The objective: 

Partly to assess the patency of the arteries and partly for information about the 
function of the heart. 

Note the following about the pulse: 


(1) Rate (2) Rhythm (3) Volume. 


(4) Character (5) Synchronicity (6) Radiofemoral delay 


(7) Peripheral pulses *(dorslis pedis — posterior tibial artery- popliteal artery) 


(8) Vessels wall. 


e  *Dorsalis pedis: it is the continuation of the anterior tibial artery on the 
dorsum of the foot. It passes lateral to the hallucis longus and best felt at the 
proximal extend of the groove between the first and second metatarsals. 


© *Posterior tibial artery: This is located 2 cm below and posterior to the medial 
malleolus where it passes beneath the flexor retinaculum between the flexor 
digitorum longus and flexor hallcis longus. 
* Type & areas: 
You can take the pulse from: 
Radial artery-Brachial artery- Carotid artery-Femoral artery & popliteal artery. 


+ Pulse rate and rhythm: 
- 


K 
MOMS 


D — 


Sie 


Methods for palpating pulses: (A) radial; (B) tiglit brachial medial 10 biceps tendon 


(BTX 
(C) Femoral midway between the superior iliac spine (IS) and the pubie tubercle (PT); 

(D) popliteal. Note that the thumb is shown being used (o Déi the brachial and femoral pulses 
When searching for à vëry week pulse, as in the presence of peripheral vascular disease, it is betrer 
io use the fiagerscrather thin the thumb, as very Bait pulssdoa jn the examiner's thumb may be 
mistaken for the pulse being sought, The popliteal: pulse is felt with the fingertips. of either hand, 
tbe fingers of both hands belg curled into the popliteal fossa: 


Adopted from Macleod’s Clinical Examination pi 


(A) Rate: Normally 60—100 beats per minute (bpm), more than 100 beats called 
tachycardia & less than 60 beats called bradycardia. 


* Causes of tachycardia: 


* Sinus tachycardia: * Arrhythmia: 
(1)Exercise. (1) Atrial fibrillation. 


(2)Pain. (2) Atrial flutter. 
(3)Excitement. (3) Supravenricular 
(4)Fever. Tachycardia. 
(5) Hyperthyroidism. (4) Ventricular 


(6)Drugs(Vasodilators- tachycardia. 
Sympatomimetic) 


«ffi 


o Causes of bradycardia: 


* Sinus bradycardia: * Arrhythmia: 
(1)Sleep (1)Carotid Sinus 


(2) Athletic training. hypersensitivity 
(3)Hypothyroidism. (2)Sicksinus syndrome. 
(4)Hypothermia. (3) Second degree 

heart block. 


(5)Drugs (beta-blocker, dioxin,. — (4)Complete heart block 
Ca antagonist) > 


B) Rhythm: Normally regular or with normal variation on breathing, sinus rhythm 
NB: Heart speeds up during inspiration and slows at the beginning of expiration 


Causes of an irregular pulse: 


(1) Sinus arrhythmia. 
(2) Atrial extrasystole. 
(3) Ventricular extrasystole. 


(4) Atrial fibrillation. 
(5) Atrial flutter with variable response. 
(6) Second degree heart block with variable response. 


NB:  Irregularly irregular pulse > Atrial fibrillation. 


In case of irregularly irregular pulse look for pulse deficit *. 


Pulse deficit: // is the difference of the rate of the heart 
(counted by the stethoscope) and the pulse (counted at the 
wrist). 

It occurs when some of the ventricular contraction is too weak 


to open the aortic valve and hence produce a beat at the heart 


but not at the wrist. 


=f2- 


** Radiofemoral delay: occurs in coarctation of aorta* 
** Non synchronous pulse: Occurs in subclavian stenosis. — tums- Selen? 


* e Coarctation of the aorta: it is a narrowing of the aorta may be 
congenital or acquired, usually situated just after the left 
subclavian artery and may affect the thoracic or abdominal part of 
the vessel. 

C/ F (1) HTN in the upper half of the body (2) Radiofemoral delay. 


* Collapsing pulse: - (water hammer pulse) 
When there is increased turn off from the arterial tree, the pulse wave may rise 
normally but then decline abruptly 
Causes: - 
1- Aortic regurgitation 
2- Persistent ductus arteriosus 
3- Hyperdynamic circulation 


WS children collapsing pulse is more readily felt in the femoral artery ) 


¢ Slow rising pulse: aortic stenosis - beta-blocker therapy. 
* Pulsus bisferiens: 


Pulse with two humps, it occurs in mixed aortic (aortic stenosis-aortic regurgitation). 


Ot Peripheral Pulses: - 


If absent > sever shock — ischemia. 


E —* Arterial wall:- 


If thickened evidence of atherosclerosis. 


Arterial pulsation at the root of the neck * corigan's sign" occurs in àortic 
regurgitation and Hyperdynamic circulation 


** Measurement of the Blood Pressure (BP): 
Ideally the BP should be measured with the patient relaxed as possible, that is at the 


end of the examination. But it is helpful to be aware of an abnormal pressure at an 
earlier stage of examination. So it is better to measure the BP after examination of the 


pulse, and then to repeat the measurement at the end of the examination if there is any 
suspicion of HTN. 


Hypertension: - 


(See the table). 


Me 


^ Classification and follow-up of blood pressure measurements. ` 


Category? Systolic Blood Diastolic Blood Follow-up 
pressure pressure Recommended 
(mmHg) (mmHg) ` 
Normal «130 «85 Recheck in 2 years 
High Normal 130 — 139 85 ..89 Recheck in 1 years ? 
Hypertension‘ 140 —159 90 —99 Confirm with in 2 
Stage 1 (mild) months 
Stage 2 ( 160 —179 100 —109 Evaluate or refer 
moderate) within 1 month 
Stage 3 (sever) 180 — 209 110 —119 Evaluate or refer 
within 1 week. 
Stage 4( very 2219 21:0 Evaluate or refer 
sever) immediately. 


The fifth Report of the Joint National Committee ( J.N.C) on Detection, 
Education, and Treatment of High Blood Pressure. 
When systolic and diastolic pressure fall into different categories, the higher 


category should be selected to classify the individual's blood pressure. Isolated 
systolic HTN is defined as a systolic blood pressure of 140 mmHg or more and 


a diastolic blood pressure of less than 90 mmHg: 


Consider offering counseling about life-style modifications. 


In individuals aged 18 years or older not taking antihypertensive drugs and not 
actually ill. Based on the average of two or more readings on two or more 


occasions 


after initial screening. 


u- 


(3) Examination of the venous system 
* The jugular venous pressure (JVP). 
* Measurement of the JVP gives information about input side of the heart, 
è Ifwe measure the JVP that mean we measure the central venous pressure 
which is the same as the right atrium pressure. 


. | CENTRAL VENOUS 
PRESSURE 


B c 
Jugular venoiis pressure In normal subject. (A) Supine: jugular vein distended, 


pulsation nor visible. (B) Reclining at 45 degrees; point of transition between distended and R 
collapsed vin en usiidlly be seen to pulsate jüst above the clavicle. (C) Upright: upper part of vein 


collapsedend transition point obscured by sternum, 
Adópted Irom Macieoa’s Uunical rxamimauon 


Following the patient to recline at 45 degrees makes the JVP Visible just 
above the clavicle 


VENTRICULAR 
pM. DIASTOLE 


i 
| 
1 
l 
l 
l 
| 


Fig, 5:6 Form of tlic venous pulse wave tracing from internal jugular vela. a = atrial 
-tolg c 7 transmitted pulsation of carotid artery at onset of ventricular systole; v = peak pressure 

in right atrium itriniediately prior to opening of tricuspid valve; a — x e x descerit, due to atrial 

relaxation; v = y = y descent at ‘commencement. of ventricular filling. Sei 


Adopted from Macleod's Clinical Examination 


Analyzing the jugular venous pulse (JVP): 


(1) Raised or not? 
- Measure height above sternal angle 


(2) If raised, is it fixed? 
- Stand the patient up 
e Fixed: SVC obstruction. 
-Elicit Abdomino-jugular reflux 
Absent: IVC obstruction, Budd-chiari syndrome etc.. 


-15- 


(3) Is the ‘a’ or ‘y’ wave dominant? 
- Palpate contralateral carotid artery. 


Interpreting elevated ‘a’ and 'v? waves in JVP: 
(1) Normal: 
- ‘a’ waves: (right) atrial systole 
- 'v' waves: venous filling. 
(2) Abnormal ‘a’ wave: 
- Absent: atrial fibrillation. - 
- Giant*: tricuspid / pulmonary stenosis. 
- Solitary: complete heart block 
(3) Cannon waves (= large ‘a’ waves ): 
- Atrial contraction against tricuspid valve. 
H Regular: nodal rhythm 
Li Irregular: complete heart block. 
(4) Systolic ventricular waves **: 
-Tricuspid incompetence. 


+ Subclinical abnormalities of the JVP ‘x’ and ‘y’ descent: 
(1) Definition: 
- ‘x? descent: systolic collapse ( atrial relaxation}. 
- fy! descent: diastolic collapse { tricuspid opening). 
(2) Rapid ‘y’ descent: 
- Tricuspid incompetence, Constrictive pericarditis. 
(3) Slow / absent ‘y’ descent: 
- Tricuspid stenosis, Cardiac tamponade. 
(4) Rapid ‘x’ descent: 
- Constrictive pericarditis, Cardiac tamponade. 


¢ How to differentiate between JVP & carotid pulsation : 
JVP Carotid Pulsation 


(1) The arterial pulsation is not affected 


(1) The venous pulsation varies with 
posture & respiration and raised by 
abdominal compression (abdomino- 
jugular reflex). 


(2) Most obvious movement inward. (2) Most obvious movement outward 


(3) In sinus rhythm, there is one peak per 
heartbeat. 
(4) Where as, arterial pulsation persists. 


(3) In sinus rhythm there are two peaks 
per heartbeat. 


(4) Venous pulsation can usually be 
abolished by gentle digital pressure above 
the clavicle. 


(S) Avery high JVP can cause pulsatile (5) Arterial pressure doesn't. 


displacement of the ear lobes. 
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Estimation’ of the jugular venous pressure. The observer is looking for pulsation of 
the skin transmitted from the uppermost point of distension of the right internal jugular vein and is 
feeling the left carotid pulse in order to identify the presystolic a wave. Alternatively the examiner 
may stand on che patient's right side with the left thumb on che patient's right carotid and inspect 
the pulsation of the skin on the left side of the neck. However che left internal jugular vein may 
be a less reliable. manometer than the tight. 


Adopted from Macleod’s Clinical Examination 


+ *Causes of raised JVP: 


(I) Congestive heart failure. (6)Cardiac tamponade. 
(2)Cor-pulmonale. (7)Constrictive pericarditis. 
(3) Pulmonary embolism. (8)Hypertrophic restricted cardiomyopathy. 


(4)Rt.ventricular infarction. (9)latrogenic fluid over load. 
(5) Tricuspid valve disease. (10)Superior vena cava obstruction *(SVO). 


H 
* Raised JVP in *(SVO): 


Always associated with engorged veins in the areas which drained by superior 


vena cava and if is not wavy. 

+ Causes of low JVP: 

(1)Haemorrhage. 

(2)Dehydration. 

(3) Unexpected low JVP in patient with other signs of cardiac disease is 
commonly due to diuretic therapy. 


0. 


(4) Examination of the Precordium 
** The methods used are: 
(1) Inspection . 
(2) Palpation 
(3) Percussion (Occasionally) 
(4) Auscultation 


“+ Inspection : 
Note the following: 

l- Deformities. 
2- Visible cardiac impulse (heartbeat may be visible) 
3-  Epigastric pulsation 
4- Scars. 
5- Dilated veins. 
6-  Cautery marks 


** Daformities: Stand at the foot of the patient, the common deformities are: 
l- Barrel — shaped chest. 
2- Thoracic — kyphoscoliosis 
3- Pectus — carinatum (pigeon chest) 
4- Pectus exacavatum (funnel chest ) 


These deformities is more common in respiratory diseases. 

H Se» Active heart (visible heart beat) > ventricular dilation due to 
(a) Aortic /Mitral regurgitation. 
(b) Shunt as atrial septal defect 

vw Double apex beat > hypertrophic cardiomyopathy. 

uv» Epigastric pulsation > normally in slim people — or due to pulsatile liver in 

tricuspid regurgitation or - aortic aneurysm. 
=> Dilated veins > Superior vena caval Obstruction. 


** Palpation : 

You palpate : 

l- Apex beat. 

2- Palpable second heart Sound. 
3- Thrills. 

4- Left parasternal heave. 


Mage bate- f Apex beat: defined as the further point, out ward and down || 


wards from the manibrium sterni at which the cardiac impulse can 
be palpated, normally in the 5% intercostal space with the 


midclavicular line. 


mb Apex beat, not felt incase of: 


(1) Dextrocardia . (2) Under a rib. 
(3) Emphysema . (4) Pleural effusion. 
(5) Lung fibrosis . (6) Obese patient 


“> Abnormalities of the apex beat character ` 
(1) sustained or heaving > left ventricular hypertrophy due to: 
= Aortic stenosis. 
* HIN. 
* Mitral incompetence. 
(2) Tabbing > it means palpable first heart sound, usually indicates mitral stenosis. 
(3) Double apical impluse > Ischemic heart diseases & hypertrophic 
cardiomyopathy. 
(4) Diffused apical impulse or dyskinetic >Post infarction & left ventricular 
aneurysm 
(5) Hyperkinetic > mitral reflux — AN shunt 
ea" 4 Palpable second heart sound > usually found in pulmonary area and indicates 
pulmonary hypertension (pulmonary component) - systemic hypertension (Aortic 
< component) 
EA o Left parasternal heave > felt in the left side of the sternum, it indicates left 
— atrial enlargement & right ventricular hypertrophy. 
DU * Thrill > it is a palpable murmur. 
Usually a loud murmur is associated with thrill 


(A) — m this you shoud detormim : 


» Systolic 
(1) Time of thrill EN 
C—p»- diastolic 
(2) Site of thrill; palpate in the four cardiac areas (aortic — pulmonary 


— mitral - tricuspid) & the root of ‘the neck. 


(8 * Causes of thrills : 
* Systolic thrills > aortic stenosis — ventricular septal defect — pulmonary 
stenosis. 
* Diastolic thrills > mitral stenosis ~ tricuspid 
= _"_ stenosis, 


4 Thrills are best appreciated when the patient leans forward with the 
breath held in expiration, with exception of the thrill of mitral stenosis 
which is most easily felt when the patient turn on to the left side. 


EUN 


(© ** Areas of pt 


n Upper left parasternal systolic thrill > pulmonary stenosis. 
o Lower left parasternal systolic thrill > ventricular septal defect. 


Q Diastolic trill over the sternum > gross aortic regurgitation 


** Percussion : 
u Limited use in precordial examination due to absence of air (cardiac dullness) 


e o Used just if there is precordial effusion. 


Increased in cardiac enlargement 


—> 
Percussion note 
Decreased in emphysema 


7 Z% Auscuttation - 
Should involve Identifying and describing the following: 
(1) First heart sound (SI) and second heart sound (S2). 


(2) Extra heart sound (3% & 4™) 

(3) Murmurs. 

(4) Added sounds (e.g. click and snaps) 
(5) Pericardial rubs. 


Uv E3 Aortic area 
il Right second 
costochondral 
junction 


Pulmonary area ` 


etn the patient 
left second interspacei 


forwards and 
also listen along 
the left side of 


the sternum 


(Rt) 


Tricuspid area 
left fourth interspace Fifth space, m 
clavicular line 


: , Turn the 
Areas of cardiac auscultation | towards the lel 


Adopted from an introduction to the symptoms 
and signs of surgical disease. 3"! edition 
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S; and Sz: Lub-dup. 
« The First heart sound recognized as: 


|. The ‘lub’ in ‘lub-dup’ 

2. The sound which immediately proceeds the main apical impulse. 
3. The sound which immediately proceeds the carotid pulse wave. 
= The Second heart sound recognized as: 

1. The ‘dup’ in ‘Iub-dup’. 

2. The sound which follows the apical impulse. 

3. The sound which immediately follows the carotid pulse wave 


Lub : 1 heart sound, caused by the closure of mitral and tricuspid valve. 
Dup: 2"™ heart sound, higher pitched sound, caused by closure of the aortic and 


pulmonary valve. 


«< Abnormality of intensity of S1: 


(a) Quiet > low cardiac output & poor ventricular function & first degree heart 
block & rheumatic mitral regurgitation 

(2) Loud > increased cardiac output, large stroke volume, and mitral stenosis 

(3) Variable > atrial fibrillation, extrasystoles, complete heart block 


« Abnormalities of $2: 


a) Quiet > low cardiac output, calcified aortic stenosis, and aortic 


incompetence. 


(2) Loud > systemic hypertension (aortic component), pulmonary HTN 
(pulmonary component). . 

Split > (a) widens in inspiration: right bundle branch block, pulmonary 
stenosis, pulmonary HTN, Ventricular septal defect. 
(b) Fixed splitting (unaffected by respiration): atrial septal defect. 
(c) Widens in expiration: aortic stenosis, hypertrophic cardiomyopathy, left bundle 
branch block, ventricular pacemaker. 


— 


G 


2" heart sound is best heard using the diaphragm of the stethoscope applied 


just to the left of the sternum in the 3" or 4" intercostal space. 


4» 3rd Heart sound $ 3: 


A Not in all subjects, it comes after S; (Lub - Dup - Dum, Lub — 
Dup - Dum) 


o X Best hedd with the bell . 


ER 


Causes of the 3" heart sound: 
(A) Physiological: healthy young adults, athletes, pregnancy, 


thyrotoxicosis, anaemia (hyper dynamic state) 
(B) Pathological : large, poor contracting left ventricular /heart 


failure, mitral regurgitation (Gallop Rhythm) 


Gallop rhythm: pathological 3"! heart sound often associated with 
a fast heart beat and quiet first and second sounds causing triple 
rhythm which resemble the sound of a galloping horse. 


** 4™ heart sound S4: 
Soft low-pitched occurs just before the 1“ heart sound (da — lub — dup — da - lub- 


dup). 
+ Causes of the 4th heart sound : 
a) Systemic HTN 
(2) (ene cardiomyopathy. 
(3) Aortic stenosis. 


(4) Ischemic heart diseases 


* Murmurs: 
Murmurs is more or less musical sound made by turbulent blood flow in the 


heart due to: 
. Normal blood flow through abnormal valves (e.g. valve stenosis) 
VW Abnormal blood flow through normal valves (e.g. anaemia) 


s Abnormal direction of blood flow (e,g.regurgitation — VSD) 
% In murmurs attention must be paid to : 


* Timing. 

+ Character and Pitch 
* Site 

* Intensity 

+ Radiation 


** Types of murmurs (timing): 
Feel the patient carotid pulse with the thumb of one hand, with the other hand 


hold the stethoscope to the Precordium and says the murmurs is systolic if it a 
companys the pulse, diastolic if it follows it. 


Its type: 
(1) Systolic 
(2) Diastolic 
(3) Pan systolic (extend through the systole ) 
** Systolic murmurs :(a company the pulse ) 


.2. 


Divided in to : 
(1) Ejection systolic murmur 
(2) Pan systolic murmur (holosystolic). 
(3) Late systolic murmur . 


* Ejection Systolic Murmur: 
The murmur increases to a crescendo about the middle systole, then diminishes and 


ceases just before the second heart sound 


€ Causes: 
(1) Increase flow through normal valves; (fever, athletes, pregnancy, atrial septal 


defect), 
(2) Normal or reduced flow through stenotic valves, (Aortic stenosis, Pulmonary spen eso 
(3) Other causes of flow murmurs; (Hypertrophic obstructive cardiomyopathy, 

Acute regurgitation ‘aortic flow murmur"). 


è Pansytolic murmurs: 
These murmurs proceed the carotid impulse i.e it start simultaneously with first 


heart sound and may spill over into early diastole 
Caused by a systole leak from high to low pressure. 


+ Causes: 
(1) Mitral regurgitation 
(3) Ventricular septal defect (VSD). 
(4)Tricuspid prosthesis. 


* Late systolic murmurs: 
Don’t start immediately after the first heart sound, but begin later in systole. 


(2) Tricuspid regurgitation. 


è Causes: 
(1) Hypertrophic obstructive cardiomyopathy (also can produce ejection systolic 


murmur). 
(2) Mitral valve prolapse. 
4» Diastolic Murmurs: (Follow the pulse) 


Three types: 
(1) Early diastolic; (which are loudest in early diastole, and which are 


decrescendo) 
(2) Mid diastolic; (of turbulent blood flow at atrioventricular valve, start slightly 
later in diastole) 
( Presystloic/atrial systolic; ( Due to turbulence at one of atrioventricular (AV) 
valves resulting from atrial contraction). 


** Early diastolic murmurs: 


+ Causes: 
(1) Aortic regurgitation 
(2) Pulmonary regurgitation. 
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* Mid diastolic murmurs: 

Best heard by the diaphragm of the stethoscope at the apex area, with the patient 
rolled into the left side. 

* Causes: 

(1) Mitral stenosis (2) Tricuspid stenosis 


** Continuous murmur: 
* Bridge systole and diastole 


* Usually S1 is loud. 


* Caused by: 
Persistent ductus arteriosus: 
In which there is a connection between the upper descending aorta and the 
pulmonary artery, which normally close just after the birth 
* [tis best heard at the upper left sternal edge, radiating to the left scapula. 
* [tis continuous character described as machinery-like. 


* Character & Pitch: 
* They are often described as; harsh, blowing, musical, high or low pitched. 


= The higher pitch, the greater the pressure gradient. 
* High pitched: Best heard by the diaphragm e.g. Aortic regurgitation. 
* Low pitched; Best heard by the bell e.g. Mitral stenosis. 


“ Site: 
Murmurs are heard over the lesion causing them 


** Intensity of murmurs: 


Often described in terms of grades as follows: 
e Grade I :Justaudible in quiet room, with the patient held breath and using 
a good stethoscope. 
* Grade... I : Quiet. , 
e Grade... II : Moderately loud. No +) au 
e Grade... IV : Loud and accompanied by a thrill. 
e Grade... V :Very loud. 
e Grade... vı : Audible without a stethoscope and with the head away from the 


chest. est ead 
offod dein 
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** Radiation of murmurs: 
Murmurs radiate in the direction of the turbulent blood flow. 


MA Aortic stenosis? to upper right sternal edge and the neck 
M Aortic regurgitation> down left sternal border and toward the apex 


A Mitral stenosis? to apex (very localized). 

AC Mitral regurgitation to axilla. 

A Pulmonary stenosis? to upper left sternal border, beneath the left 
clavicle and the back. 

A Pulmonary regurgitation-? down left sternal border. 

A Tricuspid stenosis? down left sternal border (localized). 

LA Tricuspid regurgitation> lower left and right sternal border 
(epigastrium) 


** Added sounds: 
It includes: 

(1) Opening snaps 

(2) Mid-diastolic clicks 

(3) Ejection click 

(4) Prosthetic valve 
* Opening snap? thickened valve in mitral stenosis. 
* Mid-diastolic click> Mitral valve prolapse. 


* Ejection click occurs after first heart sound (e.g. thickened in aortic or 
pulmonary valve). 

*. Prosthetic valves have a quiet opening sound and a louder closing sound 

** Pericardial rubs: occurs in acute pericarditis. 
Best heard at the left of the lower sternum with the patient breathing out, using the 


diaphragm of the stethoscope. 
It is accentuated when the patient leans forward, and by pressure with the 


stethoscope. 
Its sound: chi-cha-cha, chi-cha-cha. 


E? 


* Diagnosis of patient with a murmur: 
Pansytolic To the axilla Mitral regurgitation 
Rumbling mid-diastolic Localized to the apex with | Mitral/tricuspid stenosis 
loud 17 heart sound 
To the neck, you can hear 
it at the apex 
May radiate to the apex , if 
you move the patient 
forwards 
Localized to the 
pulmonary area in the 2 "° 
left inter costal space 
Localized to the 
pulmonary area in the 2 "* 
left inter costal space 


Ejection systolic Aortic stenosis 


Early diastolic Aortic regurgitation 


Ejection systolic Pulmonary stenosis 


Early diastolic Pulmonary regurgitation 


** Examination of patient with a murmur of common valvular lesion: 


*  Aortic stenosis: 


The murmur (ejection systolic murmur) is usually loudest in the right intercostal 


space or suprasternal notch, and radiate to the neck. 
Lean the patient forward with the breath held in expiration to feel the thrill and 
hear the murmur best. 


+ Aortic regurgitation: 


The murmur (early diastolic murmur) of all grade of intensity, quiet early diastolic 
murmur may be audible only in expiration with the patient leaning forward. When 
it is soft it resembles a breath sound. 

In aortic regurgitation of rheumatic origin the murmur is usually loudest to the left 
of the sternum in the fourth intercostal space, in syphilitic aortic regurgitation the 
murmur is often louder to the right of the sternum. 


* Mitral stenosis: 


The murmur (rumbling mid-diastolic murmur) is best heard, in most cases, when 
then patient is turned on the left side, thus bringing the apex a little nearer to the 


chest wall, and by increasing the turbulence of the mitral valve blood flow by slight 


exercise. 
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* Mitral regurgitation: 


The murmur (pansystolic murmur) is often heard over the left chest at the back, 
radiating to the axilla, It may be mid-diastolic proceeded by a third heart sound 


5)Examination of the chest & the abdomen 
The detailed examination of the chest and the abdomen are described in the other 


sheets of ( Guidelines in history taking & examination). 
Important points relevants to CVS in the chest and in the abdomen: 

** The chest: 

* Rapid shallow breathing, a short inspiratory phase, and rapid expiration> 
pulmonary oedema 

* Cheyne-stokes respiration? sever heart failure and low cardic output. 


Patient with pulmonary disease may have Secondary cardiac problems ( Cor 
pulmonale). 


* Theshape of chest: 


Indrawing of the lower ribs, sometimes associated abulge over the precordium 
(large) left to right shunt. 


Basal crepitation (in lung) pulmonary oedema 
Sever heart failure (always accompanied by lung crepitation and ankle oedema). 
* The abdomen: 
* An enlarged liver result from heart failure is always tender. 
Hepatic enlargement venous congestion (resulting from heart failure), associated 
with increased JVP, 


^ Expansile pulsation of the liver> Tricusid regurgitation, 
* Seek for aortic aneurysm. 


* In patient with HTN palpate the kidney, it may be enlarged and listen for renal 
artery or aortic bruit. 


** The dianosis: 


The proper diagnosis should be written as the following: 
(1) The lesion 


(2) The etiology. 
(3) The functional state 
(4)The complication( if any) 


DÉI 


Example: patient with: 
* Mixed mitral disease (lesion), 
* Rheumatic in origin (etiology), 
* In sinus rhythm (functional state) , 
No HF, No pulmonary HTN, No infective endocarditis (complication). 


Always remember: (No man’s opinions are better than his 


information) 
Paul Getty (1960) 


References: 

X Macleod's clinical examination 10" edition 2000. 
ar Hutchison's clinical examination 21" edition 2002. 
X Medicine for examination 3" edition 1996. 

M Essentials of differential diagnosis 4" edition 1996. 
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APPENDIX LONG CASE PROTOCOL: | HISTORY 


EXAMINER: Hello there, I'm Professor Smith and this is Dr Jones—would you like to 
tell us about the patient you've Just seen? 


d UN 


CANDIDATE: Certainly, sir. | saw 
NAME 


who is a 


AGE SEX NATIONALITY: OCCUPATION 
admitted to hospital because offfar investigation of 


WHEN? 
- (S)he had been completely 


PRESENTING SYMPTOM(S) 
when (s)he developed 


well until 
WHEN WERE THE VERY FIRST SYMPTOMS? 
- {S)he then/since that 
INITIAL SUSPICIOUS SYMPTOMS 
time {now go into ENORMOUS DETAIL} 
EXACT SEQUENCE OF EVENTS; DURATION AND PERIODICITY OF SYMPTOMS; 
NATURE AND SEVERITY: LOCATION AND RADIATION OF PAIN; 
EXACERBATING AND RELIEVING FACTORS: RESPONSE TO PREVIOUS TREATMENT, 
RESULTS OF PREVIOUS INVESTIGATIONS; HOW HAS THE DISEASE BEEN MONITORED? 
ASSOCIATED FEATURES 
Her/his main problem(s) iri coping with this disease is/are 
PAIN: 
DAY-TO-DAY INCAPACITY: INABILITY TO WORK; 
SOCIAL HANDICAP; ‘SEXUAL PROBLEMS; 
EFFECT ON FAMILY; SUFFERING AND. DEMORALIZATION 


Her/his doctors have recently told her/him that (s)he has — 


` DIAGNOSIS IF KNOWN 
and that the outlook Is. S 


PROGNOSIS IF KNOWN 
Currently (s)he ramains in hospital because of 


ONGOING MANAGEMENT: 


: C PLANNED INVESTIGATIONS DISEASE COMPLICATIONS 


Adopted from Medicine for Examination 3” edition. R. J. EPSTEIN 


Checkli: 


short of breath. 
chest pain 
palpitations 
dizziness 
orthopnea 
nocturnal dyspnea 
claudication 
syncope i 
fatigue 
wheeze 
stridor 
cough 
sputum 
hemoptysis 
pleurisy 
sweats 
dysphagia 
nausea 
vomiting 
diarrhea 
constipation 
EE ER IRECT QUESTIONS 
heartburn SE 
abdominal pain S TH 
jaundice | SYSTEMS 
hematemesis rares 
melena m Ec 
rectal bleeding 
headache 
photophobia 
blurred vision 
loss of vision 
vertigo 
deafness 
funny turns. 
unconsciousness 
paresthesiaa 
numbness T 

kness E 
vicem (PAST MEDICAL 
difficulty walking 7 ` HISTORY ` 
dysarthria 
dysphasia 


FAMILY HISTORY ` 


ACTIVITIES OF 
DAILY LIVING 
Functional capacity | 
| Handicaps 


SOCIAL HISTORY 


hematuria 
nocturia 
dysuria 
oliguria 
polyuria 
polydipsia 
loin pain 
pruritus , 
incontinance DEE 
GE y i 
skin rash "2 7 go E io gf 
joint painjswelling c à 


Pet; animal contact 

Recent travel | 

Dei 

Menstrual/sexual 
[history (if relevant) 


PN 
| 
bI 

l 


i 
R 
| 
| 
DH 
I 
I 
"ENEN 


Adopted from Medicine for Examination 3'* edition. R. J. EPSTEIN 
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lil LONG CASE SUMMARY 


CANDIDATE: In summary, then; Mrs/Mr e 


NAME — 


is a very interesting patient with: a 


DURATION OF SYMPTOMS —— 


history of... wha now presents with 


SYMPTOMS ^ 
(S)he presents several 


MAJOR SYMPTOMS AND-SIGNS 
challenging diagnostic/management problems. | believe that her/his MAIN PROBLEM is 


SYMPTOM(S)? PROVISIONAL DIAGNOSIS? DIFFERENTIAL DIAGNOSIS? 
However, her/his case does present some unusual aspects: — 


PROS AND CONS OF POSSIBLE DIAGNOSIS 


STRATEGIES FOR CLARIFYING DIAGNOSIS 


There are also a nurber:of other problems related to this patients „oo — — 0. ol 
MAIN PROBLEM 


and these include. _ 


RELATED PROBLEMS 


MY APPROACH: to: these problterris Is to begin by Ss M 
$ APPROACH TO-MAIN PROBLEM; 


INVESTIGATIONAL SEQUENCE (NON-INVASIVE FIRST) AND JUSTIFICATION: 


MANAGEMENT STRATEGY CONSERVATIVE MEASURES FIRST) 


I'd also like to discuss * NUS rS 
APPROACH TO RELATEO PROBLEMS 


INVESTIGATION AND MANAGEMENT OF RELATED PROBLEMS 


So let me now give you some details about exactly What. Id like to do.for this patient 


U TUO CN NNUS: J 
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Ii PHYSICAL EXAMINATION 


OTHER SYSTEMS: 


eege 


GENERAL APPEARANCE 


young/old 
wall/distrassed 
cachectic/obese 


jaundiced/pale/ 
pigmented 


plethoric/cyanosed 
deformity/paralysis 


alopecia/hirsutism 


MENTAL STATE 
orlented/disoriented 
lucid/confused 


hostile/co-operative 


/ MAJOR SYSTEMS) \ 


GENERAL 


POSITIVE SIGNS 


SIGNIFICANT NEGATIVES 


CARDIAC 


Ee 


THRLUASEG MART 


SOUNDETEKTRA OIREET 


messe" 


WWGGRRIATORGT 


GE ` 


EA 


St A2P2 


RESPIRATORY 


se ABEROFATINT 


Leg 


EUST PERS SN? 
Ge 


EQUIVOCAL/DIFFICULT SIGNS 


temperature 
pulse 
rate/rhythm/quality 
blood pressure 


respiratory rete 


hydration status 


BEAT SOLER 


an 


MANEUVRES 
‘GASTROINTESTINAL 
SPECIFIC STIGMATA didis 
surgical scars : FARREA 
FUNCTIONAL ASSESSMENT SPIDERS? HOOG? MOVIHT 
IV therapy GE 
[meme | 
Teiokyun $ ANERT Fr RIONEYS? 
inhater/nebulizer DISEASE EXTENT ESA 
séi 
fih  / J 
Lë 
ee Sg | 
VITAL SIGNS | DISEASE ACTIVITY/SEVERITY 


NEUROLOGICAL 


RETE 


ENT 


BEE 


WEREXISERAANTART 


CEREBELO SENSON 


FUND CRADLE ET 


scalp 


eyes: acuity/fundi 

visual fields 

dental hygiene 

tongue 

speech 

parietal lobe 
function 

neck; bruits 
parotids 

goiter 

lymph nodes 

back 

breasts 

bladder distension 

abdominal reflexes 
renal/femoral brult 

genitalia 

perineum 

pelvic examination 

sacrolliac joints 

bony tenderness 
peripheral joints 

gait 

tendon reflexes 
plantar reflexes 
pigmentation 


urinalysis 
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Cardiology 


Physical examination protaeól 2.1. You are asked to examine the patient's cardiovascular system 


Sa 


7. Precordíal inspection: 
pectus excavatum 
abnormal pulsations 


Z B. Precordial palpation: 
y site and quality of apex beat 
$i. Jugular venous pulses — abnormal heaves or thrills 
height and waveform 
Carotid pulse: quality 


6. Central cyanosis 
Dental caries 
Conjunctival pallor 


__- 9, Listen to apex, axilla and 
~ loft sternal edge with 
diaphragm 


- H 

“~~ 10. Listen with bell to lower 

left sternal edge; then lie 
patient on left side and 
auscultate apex in expiration 


4, Blood pressure lying 
and standing | ———7 —— 


11. Sit patient forward 
Feal parasternal thrill 
Auscultate in inspiration and 

expiration | 


3. Pulse:rate/rhythm 
Radiofémoral delay —~ 
Respiratory rate 


12. If appropriate: exercise the 
patient, perform Valsalva 
maneuver, isometric exercises, 


2. Gyünasis SC squatting or sudden standing 
Splinter hemorrhages: d 
Pallor i 13. Palpate thyroid and trachea 

Auscultate thyroid and carotids 
Satral edema/hasal lung dullness 


Auscultate lungfields for rates 


d 


14. Lie patíent flat 
. . Pulsatile hepatomegaly 
* Splénomegaly; ascites 
Brüits: renal, femoral 


x 


15. Calf tenderness 
Ankle edema 
16: Temperature fy eae, Tendon xanthomata 
Fundoscopy Peripheral pulses 
Urinalysis if indicated 


1. Introduce yourself 
Positlon the patient at 45° 
Optimally expose the patient 
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Physical examination protocol 2.4 You are asked to examine the patient looking specifically for signs of bacterial 
endocarditis 


7. Dental hygiene a 
Conjunctival petechiae 
Fundoscopy: Roth spots 


n 


8. Jugular venous pressure à 
Carona pulse eS 8. Cardiomegaly 


Thrill 
f 


9. Murmurs, especially 
incompetent or flow 


murmurs 
5. Needle marks, phlebitis or 


3 Third heart scund 
[oo M Lungfields: rales or rubs 
Purpura 

4. Pulse 
Blood pressure B NE 10. Splenomegaly 


Pulsating hepatomegaly 
3. Splinter hemorrhages 
Clubbing 
Vasculitic or purpuric lesions 


11, Urinalysis 
2. Temperature. 
General habitus 


1. Introdüce yourself 
Position the patient 
Adequately expose 

the patient 
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Physical examination protocol 2.3 You are told that the patient is known to have aortíc incompetence, and 
asked to examine him from that point of view 


6. Mouth: dental carles; high- 
arched palate. 


i 


5. Systolic head-nodding 
Visible-neck pulsations 
Collapsing pulse 


7.. Byes: Argyll-Robertson pupils 
iridodonesis; ectopia lentis 
stigmata of chronic iritis 
Fundoscopy: Roth spots 


8. Precordium: 
pectus excavatum 
cardiomegaly 
Austin-Flint murmur 
coexisting valve murmurs 


es -— 9. Back: | 

. Pulse kyphoscoliosis 
Blood pressure ` us ankylosis 
Temperature 


f sacroiliac tériderness 


3. Aractinodactyly B 
Nailbed pulsations --—77 5. =. 


Splinter hemotriages 


\ 


2. General habitus: 
cachéctic 
márfanoid 


` 


1. Introduce yourself 
Position the patient 
Expose the patient 


10: Fernoral arteries: 

‘pistal-shots’ 

Durosziez's sign 

absent or reduplicated pulsés 


#11, Urinalysis 
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The Respiratory System 
CHAPTER (1) 
History taking 


r~ Making good communication with the patient: 
** Introduce yourself and explain what you are going to do. 
** Observe the patient and his surroundings. 
** Call the patient by his/her name and be friendly with him/her. 
** Don't ask any question unless you know its significance 


*— Personal data: 
Name-Age-sex- marital state-occupation-residency. 
Date of admission. 


— The present complaints (C/O) : 
Ask the patient about his complaints, then write the complaints in 
patient's word & record the duration of each complaint. 
eee 
Cough 5 days. 
Fever 3 days. 
Chest pain 24 hours. 


*— History of present illness (H.P.I): 

HPI should include the full details of the main complaints by 
asking the patient to tell the story of his/her illness from the beginning 
and by making further questions for other symptoms related to the 
problem. 

The answer should be written in the form of story considering both 
positive and important negative symptoms. 


*— The main symptoms are: 
(1) Cough. 
(2) Haemoptysis 
(3) Shortness of breath. 
(4) Chest pain 
(5) Wheeze. 


» Constitutional symptoms: 
l'ever- sweating- weight loss- malaise. 
() | Cough: 
(a) Onset 
(b) | Dry (no sputum produce) or productive, if productive 
ask about the sputum *. 


(c) Duration. charade s. 3 | ASS $4 Í! Goalie vy 
(d) Isit painful. Kong Hollon) 
(e) Precipitating factors 
(f relieving factors. 
(g Special time. 
* Sputum: Ciera € sf: al 
Ask about: 
(a) Amount (b) Color. 
(c) Smell , (d) Blood stained. 
(e) Worse position (f) Worse time. 
+— Its type: 


7 Dry cough > viral infection — interstitial lung disease — Y 
pharyngitis — laryngitis — laryngeal parasites. sie FR ef ACE iubes 

X Productive cough bronchiactasis — chronic bronchitis 
— acute pulmonary oedema. 

A Dry initially Productive later >tracheitis — obstruction 
of the trachea — acute bronchitis — bronchial asthma — 
pneumonia — T.B — lung abscess — Ca bronchus. 

M Paroxysmal cough bronchial asthma — chronic 
bronchitis. 

X Painful cough pneumonia with pleurisy. 

He o Bovine cough recurrent laryngeal nerve palsy. 

X Accompanied with stridor> whooping cough — upper 


S respiratory tract infection. f 


lo ud / Brissy Cou, Wes aj -> e rei persue ca the fac 
iti i Atumes 
f Pn Coty ih] -> gae ere 


E age ule. 
in Su Lm ASA gvyove S 


Y 
f 


D 


p* Amount: 


LÁ Large amount? Lung abscess — Bronchiactasis. 
2% Smell: 
| A Foul smelling- Lung abscess - 
Dé Color: 
A White mucoid T.B - Bronchial asthma — Bronchiactasis. 
A White or pink frothy> Pulmonary oedema. 
A Grey or black» Dust / coal dust inhalation. 
ow Altered with blood? Pneumococcal pneumonia. 


A Blood stained? T.B — Ca bronchus — pulmonary infarction “aM mea 


M 


Yellow or green-? Bacterial infection 
Sa g f 


Blade Covhas zk $5: Smoke ^8 
(2) Chest pain: — Woll Cheon bise deed SiS ; d MUMIN a 
; i 


Ask about: 


(a) Site (b) Onset 

(c) Character (stabbing-dull aching-burning- pressure like 
pain...etc) (d) Severity 

(e) Radiation (f) Duration 


(g) Aggravating & Relieving factors. 
(h) Relation to respiration. 


*— Causes of chest pain: 
e X, 
X Respiratory causes: pleurisy — pulmonary infarction — pulmonary 

embolism — tumor - tracheitis — pulmonary inflammation 


A Cardiovascular causes: Ischemic heart disease — pericarditis — 
Dissection of the aorta. 

A Esophageal problems: reflux esophagitis — diffuse esophageal 
spasm. 

A Diaphragmatic pain: subphrenic abscess. 


X Rib pain: caused by fracture — metastatic bone lesion — myeloma. 


A Muscle pain: continuous and relieved by rest. 
e r 


*— Pleuritic pain: 
This pain is localized, and is affected by respiration, coughing, and 


sneezing. 


*— Differential diagnosis of unexplained pleuritic pain: 


a) 
Q) 
(3) 
(4) 
(5) 
(6) 
0) 
© 


Pneumonia. 
Pneumothorax. 
Pulmonary infarction. 
(Sub) phrenic abscess. 
Pericarditis. 
Pancreatitis. 
Pathologic rib fracture. 


Shortness of breath: 


It is awareness of act of breathing 


Ask about: 
(a) Is itat rest or on exercise 
(b) At night - at sleep. 
(c) How many pillows he/she needs. 
(d) Worsen position. 
(e) Aggravating & relieving factors. 


»— Dyspnea: typical rate of onset 


(1) Maximal within seconds 


A Pneumothorax. 


A Pulmonary embolism(large emboli). 


(2) Maximal within hours 


A Asthma 

A Hypersensitivy pneumonitis 
Ai Pneumonia 

M Cardiac failure 

A Haemorrhage 
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(3) Maximal within days to month 

Progressive anaemia (any cause) 
Progression of restrictive lung disease 
Exacerbation of obstructive air way disease 
Enlarging pleural effusion(s) 


xRRRR 


Primary or secondary malignancy 


*— Differential diagnosis of acute dyspnea: 


Y 


r (1) Acute attack of bronchial asthma 

(2) Pulmonary edema due to; cardiac disease (acute left 
ventricular failure) or non-cardiac disease (adult respiratory 
distress syndrome). 

(3) Pulmonary embolism. 

(4) Spontaneous Pneumothorax. 

(5) Air way obstruction. 

(6) Massive pleural effusion. 

(7) Metabolic acidosis (renal failure — DKA...etc). 

(8) Psychological. 

^ (9) Physiological (exercise — pregnancy 3" trimester) f 


*— Differential diagnosis of chronic dyspnea: 


f (1) Heart failure. 

(2) Chronic bronchitis. 

(3) Chronic bronchial asthma. 

(4) Diffuse interstitial lung disease( increased lung stiffness). 


(5) Sever anaemia — uraemia. 


(6) ^ Obesity. E 


(4) Haemoptysis: 


It means cough up blood, the blood is bright red in color and it may 
be mixed with sputum or air. 


Ask about: 
(a) Amount (b) Colour 
(c) Duration (d) Clots of blood 
(e) Frequency (Associated phenomena. 
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*— Causes of Haemoptysis: 


wi Respiratory causes: T.B - Bronchiactasis — Pneumonia — 
Pulmonary oedema — Ca bronchus - Lung 


abscess — Chronic bronchitis. 
X Cardiac causes: Mitral stenosis. 
A Others: Bleeding disorders — Arteriovenous malformation — Good 
posture’s syndrome. 


Type of Haemoptysis: 

M Frank: when material cough up is wholly blood (TB - 
Bronchiactasis — Pulmonary infarction — Mitral stenosis) 

X Blood stained: when blood and sputum are mixed in various 
proportion (Ca bronchus). 

X Blood streaked: when streaks of blood are present in mucoid or 
purulent sputum (chronic bronchitis) and may occur in 
(T.B — Ca bronchus). 

A Rusty: when degradation products of haemogolbin gives the sputum 
a color which vary between rust and golden yellow — it is a 
common feature of pneumococcal pneumonia. 


F— Differences between Haemoptysis & Haematemesis: 


Haematemesis 


A It Means vomiting of the 
blood 
A Colour of the blood is 
blackish (coffee grounds) 
AC May be mixed with food 
particle 
A Other features of GIT disease 
may present e.g.; epigastric pain 
— jaundice —Ascitis...etc 


A It Means coughing of the 
blood 
A. Colour of blood is bright red 


Ai May be mixed with sputum or 
air (frothy) 

A Other features of respiratory 

disease may present e.g.; chest 

pain — SOB. 


M Gastric bleeding is acidic (red 
litmus paper ) 


X Bronchial bleeding is alkaline 
(blue litmus paper ) 


(5) Wheeze: 


It is a musical sound best heard during expiration, due to obstructive 
airway disease e.g.: Bronchial asthma — Allergic bronchitis. 

Ask about: Provoking & relieving factors — constant or intermittent — 
inspiration / expiration relation 


(6) Stridor: 
It is due to obstruction of major airways and may be due to (foreign 
body - Laryngitis). 


MA Wheeze indicates lower respiratory tract obstruction 
A Stridor indicates upper respiratory tract obstruction 


7 Then ask about the constitutional symptoms: 
** Fever: 

X Time? 

AW Frequency — Duration? 

A Localized or generalized? 

A. Provoking factor? 

Ai Associated phenomena? SC wl Eet (oagulsions 
* Sweating: 

Ai Time? 

X Duration? 

A Its type? 

A Amount? 

Ai Associated phenomena? 
** Wt loss: 

A. Loss of appetite? 

A Eating habits? 

A. Extend of loss? 


*— Past medical History: puer Set A 
-p < 


Ai Past history of similar condition. Ato 

A Past history of DM — HTN. "i Py 

AN History of hospitalization (when, where, why, how long, 
D 


and what was the treatment). 
A History of trauma — Blood transfusion — Surgical operation. 


ef, 


*— Family History: 
A Family history of similar condition. 
A Family history of bronchial asthma / chronic cough / DM / 


HIN. = fiol Se 
*— Drug History: 
A Ask if the patient is known sensitive to any drug. 
M Significant medication. 
A History of immunization e.g. (B C G) 


Ai Drugs used now (record the name, dose, frequency, and 
duration). Generic aue ox ol. admins 


*— Socio- economic History: 
* The important social factors: 

Income — Job (detailed)-Family members- Housing condition (NO 
of rooms, water supply, electricity, animals, flowers...etc) Habits 
(smoking-alcohol consumption)- Education -Travelling. 


k— Ask smokers about: type (cigarette, cigars, and pipe), pale | Year 
quantity, and duration > Smoking induces asthma and may 


provoke cancer. 


— Ask alcohol consumers about quantity, type of drink, and 
duration. 


Then you do a summary ..................0... (see the appendix). 


CHAPTER (2) 
PHYSICAL EXAMINATION 


* The first day that you look at or place your hand on a patient, you 
require a basic knowledge of anatomy to interpret your observation" 
Richard .S. Snell 
*— Before you start: 
** Explain to the patient what are you going to do. 
** Obtain adequate exposure & light. 
** Position the patient (straight lying with straight arms and legs) 


YOU SHOULD STAND AT THE RIGHT SIDE OF THE PATIENT, 


OR IF YOU ARE LEFT HANDED YOU CAN CONDUCT THE 
WHOLE EXAMINATION ON THE LEFT SIDE. 


IN General Examination 


*— General Appearance: 
Comment if the patient: well / ill — dyspneic — cyanosed — emaciated — 
lying on pillows or cardiac bed — surroundings 
X If the patient is emaciated> T.B — Malnutrition — Pleural effusion. 
M If the patient is cyanosed> Cyanosis may be central or peripheral 


** Central cyanosis: 


This usually detected when the oxygen saturation of the 
arterial blood falls below 80_95%. It occurs in Respiratory 


failure* - Chronic obstructive airways disease — 
pneumonia- bronchial asthma- pulmonary infarction- 
allergic alveolitis- fibrosing alveolitis- sarcoidosis- 
Cyanotic heart disease(-Fallot's tetralogy — Transposition 
of the great arteries). 

Usually seen in tongue or buccal mucosa. 


** Peripheral cyanosis: 


Caused by Cold induced vasoconstriction — Reduced 
cardiac output 
Usually seen in hands, cheeks, lips, and ears. 


d 


For cyanosis to be observed, there must be a minimum quantity of 
reduced Hb (about S/dl) in the blood perfusing the skin; cyanosis may 
thus not be detectable in patients with sever anaemia even if they are 


gravely hypoxaemic. 


= Respiratory failure: 


It occurs when pulmonary gas exchange is sufficiently impaired to 
cause hypoxaemia with or without hypercapnoea. 


“ Types of respiratory failure: 


A Caused by a diffusion defect 
in the gas exchange area of the 
lung, ventilation/perfusion 
mismatch or right to left shunt 
(e.g. cyanotic heart disease). 

A. Pa Os is low (< 8kpa) and 

A Pa CO; is normal or low. 


A Causes: 
Pulmonary edema. 


Pneumonia. 

Asthma. 

Pulmonary embolism. 
COPD. 

Acute respiratory distress 
syndrome. 

Fibrosing alveolitis. 
Right to left shunt. 


A Caused by hypoventilation. 


A PaO; is low and . 
A PaCO; is high ( 7 >kpa). 


A Causes: 


COPD. 

Sever Asthma. 

Muscle weakness e.g. 
Guillain barre syndrome. 
Respiratory center 
depression e.g. with 
sedative. 

Chest wall deformities. 


4» General Examination; examine the eye, the mouth, the neck and 


the hand . 


A Enlarged lymph nodes > T.B -Ca bronchus. 
MW Hard craggy nodes may be caused by healed and calcified T.B. 
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** Check the pulse, BP, temperature and respiratory rate. 
** In the hand see (Cyanosis — Pallor — clubbing fingers*). 
*Clubbing fingers: 
It is swelling of the terminal phalanges, a possible mechanism is 
interstitial oedema and dilation of the arterioles and capillaries. 


*— Differential diagnosis of clubbing fingers: 


S 


(1) Respiratory diseases: Lung abscess — Ca bronchus — empyema — 
bronchiactasis — fibrosing alveolitis — pulmonary infarction. 

(2) Cardiac diseases: Cyanotic heart disease — Infective Endocarditis — 
Heart failure — Arteriovenous shunt. 

(3)GIT diseases: Malabsorption syndrome — Liver disease — ulcerative 
colitis & crohn's disease. 

(4)Miscellaneous: Familial — persistent ductus arteriosus with reversed 
of shunt ( only in the toe ) — aneurysm of the subclavian artery 


S (unilateral). P 


*— Degree of clubbing: 


A Grade I : Abnormal fluctuation of the nail basis on pressure. 

X Grade II : Loss of nail fold angle (7150). 

A Grade III : Increased curvature of the long axis of the nail. 

X Grade IV : Drum stick appearance ( bulbulous swelling). 

A Grade V : (pulmonary) Osteodystophy (associated with wrist 
tenderness). 
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(B) Examination of the chest 


(1)Inspection: 
A Inspect: 
(1) Respiratory rate (2) Respiratory type. x 
(3) Chest movement (4) Chest deformities, C^ 


(5) Depression of the chest wall. 
(6) Surgical scars — dilated veins — pigmentation. 
(7) Presence of intercostal recession. 


A Respiratory rate: normally (12 — 18 / min) 
Increased respiratory rate (>20/min) — Tachypnoea Exercise — 
bronchial asthma — pulmonary oedema — pulmonary infarction — fever 


— hysteria. 


( Count the respiratory rate while you are checking the puse ) 


A Respiratory type: either thoracoabdomin or abdominothoracic. 


* Shallow rapid breathing> chest injury — pneumonia — pleurisy. 
* Deep rapid breathing > diabetic ketoacidosis — uraemia. 
* Chyne- stoke's breathing sever heart failure — elderly patient — 


coma — high altitude. 


*— Chest movement: 


You should stand at the foot of the bed to detect any 
Asymmetry of chest movement. Start with the normal side. 


Note what side moves less — more or absent? 
* Increased chest movement (increased chest expansion) > 
consolidation — pleural effusion — collapse — fibrosis - Pneumothorax. 
* Decreased or absent chest movement bronchial asthma — 


emphysema — pleural effusion. 


»— Chest deformities: 
* Keep in mind that you should kneel on your knees while 
inspecting the chest wall. J 


DER 


*-- Type of deformities: 


4» Barrel-shaped chronic obstructive air way disease Bronchial 


asthma . 
** Thoracic kyphoscoliosis. 
+ Pectus carinatum (pigeon chest shape). 
“+ Pectus exacavatum (funnel-chest deformity). 


»— Depression or elevation of chest wall: 


= Depression? fibrosis — collapse. 
* Elevation? Pneumothorax —rib fracture. 


?— Scars / dilated veins /pigmentation: 
* Scars? surgical operation (e.g. thoracotomy) — centesis. 
* Cautry> may indicate chronic disease. 


(2)Palpation: 
Palpate 
(1) the trachea (2) chest expansion 


(3) tactile focal fremitis (4) enlarged lymph nodes 
(5) apex beat (position) ^ (6) palpable second heart sound 


NB: 
Don't hurt the patient, so before you start, ask about tenderness. 


4 Trachea: Is it deviated to the right / left side? 
Trachea deviation either: 
= Pushed pleural effusion — Pneumothorax. 
a Pulled fibrosis — collapse. 


*— Chest expansion: 
* Reduced in fibrosis — collapse - Pneumothorax. 


*— Tactile focal fremitis: 
= Increased fibrosis — consolidation. 
= Decreased> pleural effusion — collapse — empyema — 
emphysema —Pneumothorax. 


.13. 


*— Enlarged lymph nodes: 
Cervical (ant & post ) - submental — submandibular — occipital — 
supraclavicular — axillary. 
* If enlarged> T.B Ca bronchus 
*— Apex beat: 
Normally found in the 5" intercostal space with the midclavicular line. 
= If it pushed > Pleural effusion — Pneumothorax. 
= If it pulled? Fibrosis — collapse. 


*— Palpable 2" heart sound: 


Normally impalpable. 
= If it is palpable pulmonary HTN.( pulmonary component) — 


systemic HTN (aortic component) 


Causes of hepatomegaly in respiratory disease: 

(1) Chronic venous congestion In cor pulmonale. 
(2) Metastatic liver disease> In lung cancer. 

(3) Spurious (ptosed liver)? In emphysema. 


(3)Percussion: 
Percuss the two side of the chest, both clavicle, axilla, supra 


clacvicular fossae, and the extension of the diaphragm. 


( DON'T FORGET TO PERCUSS THE BACK J 


»— Percussion note may be: 


= Resonant normal lung — Bronchial Asthma. 

* Hyperresonant> Pneumothorax — emphysema. 

* Dull> pulmonary consolidation — pulmonary collapse. 

* Stony dull? pleural effusion — empyema — haemothorax. 

= Impaired? pulmonary consolidation — pulmonary collapse — 


pulmonary fibrosis. 


DER 


(4)Auscultation: 
You auscultate: 


Aye Ende 
(a) Breathing sounds (b) Added sounds (c) Heart sounds. 


F— Breathing sounds: 


1 DON'T FORGET TO AUSCULTATE THE BACK 7 


* Vesicular breathing> Normal lung. 

* Bronchial breathing? Bronchopneumonia. 

* Bronchiovesicular breathing? Cavitation 

= Absent Pleural effusion - Haemothorax — Hydrothorax — 
pneumothorax - empyema. 


F— Added sounds: 


* Crepitation-? pulmonary oedema — bronchial asthma — 
consolidation — fibrosis — cavitation — left heart failure — mitral 
stenosis. 

* Rhonchi> obstructive air way disease — bronchial asthma — 
emphysema — bronchopneumonia — bronchitis. 

* Pleural rub? pneumothorax — pleurisy. 

*— Differential diagnosis of basal crackles/crepitation 
with clubbing fingers: 
(1) Bronchiactasis (coarse crackles may be unilateral). 
(2) Asbestosis; idiopathic fibrosing alveolitis (bibasilar fine end- 


inspiratory crackles). 


*— Heart sounds: 
* Loud S1 Mitral stenosis. 
* Loud S22 Systemic or pulmonary HTN. 
* Both loud S1 & S2 Hyper dynamic status (anaemia-pregnancy- 
thyrotoxicosis). 
NB : ( more details in CVS sheet) 
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* The diagnosis: 

+- The proper diagnosis should be written as the following: 
(1) The lesion (2) The etiology. 
(3) The functional state  (4)The complication( if any). 


Example: 
patient with: 


ër us «+ (lesion), 

e «+. (etiology), 

Tie ageiegeeuegg (functional state) , 
BS tege ae, (complication). 


Always remember: 

(To study the phenomena of disease with out 
books is to sail an uncharted sea, while to 
study books with out patients is not to go to 
sea at all). 


References: 


^ Macleod's clinical examination 10" ^ edition 2000. 
X Hutchison's clinical examination 21" edition 2002. 
X Medicine for examination 3” edition 1996. 

A Essentials of differential diagnosis 4" edition 1996. 
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APPENDIX 


LONG CASE PROTOCOL: | HISTORY 


EXAMINER: 
tell us about the patient you've just seen? 


Hello there, I’m Professor Smith and this is Or. Jones—would you like to 


CANDIDATE: Certainly, sir. | saw 


who Is a 


NAME 


AGE SEX 


NATIONALITY 


OCCUPATION 
because offfor investigation of 


admitted to hospital 
WHEN? 


. (S)he had been completely 


PRESENTING SYMPTOMIS) 
well until 


when (s)he developed 


WHEN WERE THE VERY FIRST SYMPTOMS? 


- (S]he then/since that 


time 


INITIAL SUSPICIOUS BYMPTOMS 


[now go into ENORMOUS DETAIL) 


EXACT SEQUENCE OF EVENTS: 


DURATION AND PERIODICITY OF SYMPTOMS; 


NATURE AND SEVERITY; 


LOCATION AND RADIATION OF PAIN; 


EXACERBATING AND RELIEVING FACTORS; 


RESPONSE TO PREVIOUS TREATMENT, 


RESULTS OF PREVIOUS INVESTIGATIONS: 


HOW HAS THE DISEASE BEEN MONITORED? 


ASSOCIATED FEATURES: 


Her/his main problem(s) in coping with this disease is/are 


PAIN; 


DAY-TO-DAY INCAPACITY; 


INABILITY TO WORK; 


SOCIAL HANDICAP; 


SEXUAL PROBLEMS; 


EFFECT ON FAMILY; 


SUFFERING AND DEMORALIZATION 


and that the outlook is 


Her/his doctors have recently told her/him that (s)he tias 


DIAGNOSIS IF KNOWN 


Currently (s)he remains in hospital because of 


PROGNOSIS IF KNOWN 


ONGOING: MANAGEMENT; 


PLANNED INVESTIGATIONS 


DISEASE COMPLICATIONS 


af 
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Sec 
short of breath 
chest pain 
palpitations 
dizziness. 
orthopnea 
nocturnal dyspnea 
claudication 
syncope 
fatigue 
| M UN NT 
wheeze 
stridor 
cough 
sputum 
hemoptysis 
pleurisy 
sweats 


dysphagia 
nausea 
vomiting 
diarrhea 
constipation 
weight loss 
heartburn 
abdominal päin 
jaundice 
hematemesis 
melena 
rectal bleeding 
headache 
photophobia 
blurred vision 
loss of vision 
vertigo 
deafness 
funny turns. 
unconscióusness 
paresthesiae 
numbness 
weakness 
paralysis 
difficulty walking 
j dysarthria 
dysphasia 
hematuria 
nocturia 
dysuria 
oliguria 
polyuria 
polydipsia 
loin pain 
pruritus 
incontinence 


skin rash 
joint painfsweting 


DIRECT QUESTIONS 


SE 


——Ü 
I S 
t PREVIOUS \ 
| 
| 


OPERATIONS AND | 


ACTIVITIES OF 
1 DAILY LIVING 
| | Functional capacity 
| [Handicaps —— 


a 


i PAST MEDICAL 


! P Aids 


; [MISCELLANEOUS 
; |. Allergies 


a 


CURRENT e t 


“Radiotherapy ` 


FAMILY HISTORY 


SOCIAL HISTORY WW 


Pet; animal contact 


i 
| |. Recent travel 
į [. Diet 


Menstrual/sexual ` 


history (if relevant) 
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lii LONG CASE SUMMARY 


" 


CANDIDATE: In surinmiary, then, Mrs/Mr — — 


NAME 


is a very interesting:patient with a 


DURATION OF SYMPTOMS 


history of __ who now presents with 


SYMPTOMS 
(S)he presents several 


MAJOR SYMPTOMS AND SIGNS 
challenging disgnostic/rmanagement problems. I believe that her/his MAIN PROBLEM is 


^ SYMPTOMS PROVISIONAL DIAGNOSIS? ` DIFFERENTIAL DIAGNOSIS? — 
However, her/his cáse does present some unusual aspects: ... 


PROS AND CONS OF POSSIBLE DIAGNOSIS 


STRATEGIES FOR CLARIFYING DIAGNOSIS 


There are also a nuiiber of other problems related to this patiens... 0 0. 000 
MAIN PROBLEM 


end these include i.. 


RELATED PROBLEMS ` 


MY APPROACH to these problems is to. begin by H 
APPROACH TO MAIN PROBLEM; 


INVESTIGATIONAL SEQUENCE (NON-INVASIVE FIRST) AND JUSTIFICATION; 


MANAGEMENT STRATEGY (CONSERVATIVE MEASURES FIRST) 


I'd also like to discuss. 


APPROACH TO RELATED PROBLEMS 


INVESTIGATION AND MANAGEMENT OF RELATED PROBLEMS 


So let me now: give you some details about exactly what ld- like to do for this patient 


M 
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I PHYSICAL EXAMINATION 


OTHER SYSTEMS: 


plethoric/cyanosed 
deformity/paralysis 


alopecia/tirsutism 
MENTAL "— \ 
orlented/disoriented 
!ucid/confused 


hostile/co-operative 


SIGNIFICANT NEGATIVES 


Checklist: 


x gc 
CEREBRAL APSEARARGEY MAJOR SYSTEMS) Y CARDIAC 
rd 
young/old ssa  —)| 
well/distrasséd GENERAL ‘SOURDST EXTRA SOUND? 

g mem 
cachectic/obese TUNG CREPITATIONST 
jaundiced/pale! Wem | 

pigmanted 
POSITIVE SIGNS 


81 A2P2 $1 


a A a 
f RESPIRATORY 


Suarez 


Kë 


meer 


[SN 


EQUIVOCALDIFFICULT SIGNS 


SPECIFIC STIGMATA 
surgical scars 
IV therapy 
fan/oxygen 
inhalet/nebulizer 


fistula/shunt 


VITALSIGNS 
temperature 
pülse 
rate/rhythm/quality 
blood pressure 


respiratory rate 


" hydration status ay) 


MANEUVRES 


RATES 


‘GASTROINTESTINAL \ 


RA TTT 


POTENT RO? 
FUNCTIONAL ASSESSMENT SORRY OORT NO 
ze 
Ge 
TERT SARNE ET 
"mama 
DISEASE EXTENT 
P^ 
(vz 
| 
DISEASE ACTIVITV/SEVERITY 


NEUROLOGICAL 


ET 


TAEGOAATONTTORET 


Clone VATE 


WERERSSTFONWTARST 


Ee 


FORT ERE HERES 


f 


hands 

nails 

hair 

skin 

scalp 

eyes: acuity/fundi 

visual fields 

dental hygiene 

tongue 

speech 

parietal lobe 
function 

neck; bruits 
parotids 

goiter 

lymph nodes 

back 

breasts 

bladder distension 
abdominal reflexes 
renal/fémoral bruit 
genitalia 
perineum 

pelvic examination 
sacroiliac joints 
bony tenderness 
peripheral joints 
gait 

tendon reflexes 
plantar reflexes 
pigmentation 


urinalysis 
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Respiratory 


medicine 


Physical examination protocol 13.1 


10. Eyes: Horner's syndrome 


You are asked to examine the respiratory system 


11. Nose: lupus pernio 
polyps, granulomate 


xerophthalmia 
papilledema T 
^ ^w 


8. Ask to cough ("bovine") 
Say'ee'(?hoarse) — 


D 


8. Jugular venous pressure: — ^ 


elevation 
‘ventricularization’ (TI) 


H 


7. Trachea: position ae 
tug 


6. Lymphadenopathy: 
épitróchlear 
axillary. 
posterior cervical 


t 


5. Hands: nicotine stains 
clubbing, peripheral cyanosis 


SÉ 


wasting of smalt muscles | ——77 


wrist/metacarpal tenderness 
flapping tremoF 


$ 


4. Vital signs: 
fever. 
pulse rate, ?bounding quality 
BP, paradox (?palpable] 


X 


3. General: 
respiratory distress 
accessory muscle use 
stridor, audible wheeze 
Central cyanosis; eczema 
chest deformity d 


y 


thoracotomy Facentesis scar 


X. 


2. Inspect sputum cup: 


purulent/bloodstained/frothy) 


———— 


Le 12. Mouth, tongue: 


central cyanosis 


N 


e 13. Breast lumps, gynecomastia 


\ 


=- 14. Examine anterior thorax 
chest expansion 
vocal fremitus 
pulmonary arterial impulse 
right ventricular heave 
apex beat (incl. dextrocardial 
percussion (incl. clavicles 

and liver dullness) 

breath sounds (& post-tussive) 
P, intensity; S, 
Pemberton’s sign 


18. Sit forward and répeat above 
Palpate anterior cervical and 
supraclavicular nodes 
Feel for sacral edema 
Demonstrate aegophony/ 
whispering pectoriloquy 
if indicated 
Forced expiratory time 
(»5 sec > probable obstruction) 
Pain's test (single-breath counting) 
(«20 = probable restriction) 


16. Abdomen: 
liver ptosis 
liver enlargement 
splénamegaly; urinalysis 


Itoopigusifoul/ Ask to view CXR if appropriate 


oe 


Introduce yourself 
Position the patient 
Obtain adequate exposure 
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Disónostic pathway 12.1 This patient is breathless. Why do you think that might be? 


EMPHYSEMA 
ASTHMA 


PNEUMOTHORAX 


Ipsilateral absence 
of breath sounds 
Tracheal deviation (if tensian) 


Bilaterally 
reduced breath sounds 


SILATERAL 
BASAL j] 
DULLNESS 


l 
I 
I Stony dull 
I Normal JVP 
l CARDIAC 
l FAILURE 
I ADVANCED 
D CANCER 
a. 
Stony dull’ / UNILATERAL \ Thoracotomy scar 
2 Aspiration mark ` BASAL + Tracheal shift 
DULLNESS 
EFFUSION z LUNG RESECTION 
e.g. malignant 
‘Dull, fever s Clubbing 
EMPYEMA. Bronchial LOBAR COLLAPSE 
SUBPHRENIC ] breathing, PHRENIC NERVE PALSY 
Fever PLEURAL THICKENING 


MASSIVE HEPATOMEGALY 


zé malignant 


LOBAR 


PNEUMONIA 


endexono i 
Ackles 
Reduced 
DECH? 


EY 


PULMONARY 
FIBROSIS 
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APPENDIX LONG CASE PROTOCOL: | HISTORY 


EXAMINER: Hello there, I’m Professar Smith and this is Or.Jones—would you like to 
tell us about the patient you've Just seen? 


— 


CANDIDATE: Certainly, sir. | saw 
NAME 


who Is a 
AGE SEX NATIONALITY OCCUPATION 


admitted to hospital because offfor investigation of 


WHEN? 
(S)he had been completely 


PRESENTING SYMPTOMS) 
when (s)he developed 


wel! until 
WHEN WERE THE VERY FIRST SYMPTOMS? 


. (S)he then/since that 


INITIAL SUSPICIOUS SYMPTOMS 


— now. go into ENORMOUS DETAIL) 


tme 


EXACT SEQUENCE OF EVENTS; BURATION AND PERIODICITY OF SYMPTOMS; 


NATURE AND SEVERITY; LOCATION AND RADIATION OF PAIN; 


EXACERBATING AND RELIEVING FACTORS; RESPONSE TO PREVIOUS TREATMENT; 


RESULTS OF PREVIOUS INVESTIGATIONS; HOW HAS THE DISEASE BEEN MONITORED? 


ASSOCIATED FEATURES 
Hér/his main problems) in-coping with this disease is/are 
PAIN; 
DAY-TO-DAY INCAPACITY; INABILITY. TO WORK; 
SEXUAL PROBLEMS; 


SOCIAL HANDICAP; 


EFFECT ON FAMILY; SUFFERING AND DEMORALIZATION 


Her/his doctors have recently told ‘her/him that (s)he has 
DIAGNOSIS.IF KNOWN 


and that the outlook is 
PROGNOSIS IF KNOWN 


Currently (s)he remains in hospital becatise of 
y S ONGOING MANAGEMENT; 


PLANNED INVESTIGATIONS DISEASE COMPLICATIONS 


P 
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one 4 i 
short of hreath CURRENT 
chest pain n i 
Palpitations 
dizziness KE OTHER TREATMENT 
orthnpnea Pop end i 
nocturnal dyspnea Vitamins i 
claudication i f 
syncope ! i 
fatigue i ! 
Ee ar an ital ; LL 
wheeze j nse 
stridor * ! DAILY. LIFESTYLE Jj ij 
SS yu ri | [Past smoking - ji eer H 
E & ! rrent smo. i Le eae ae li 
hemoptysis dE a 
wë, l . Past alcotiol } 
sweats ! ` Current alcohol 
Analgesics 

dysphagia BEE 
nausea 
vomiting 
diarrhea 
constipation — 
weight loss f . DIRECT QUESTIONS 
heartburn, 
abdominal pain 
jaundice 
hematemesis 
melena 
rectal bleeding 
headache 
photophobia 
blurred vision d NOM - 
loss of vision EE f paii i e Mna 
vortigo ACTIVITIES GF i e r 
deafness po zelt 
funny turns DAILY. LIVING i li 
Unconsciousness [Functional cap capaci t | 
paresthesiae 
numbness | Handicaps Bea 
weakness Aide 
paralysis [ ac 
difficulty walking | 
dysarthria 
dysphasia | i 

ll i MISCELLANEOUS 
| hematuria ; lergies — ^ 
| Recturia | |- Pot; animal gonta | 
vee H | | |, Recent travel 
polyuria t Diet 
polydipsia RECO. | Menstruai/sexual 
lein pain ICE E EE 
pruritus ae Eun 
incontinence | s 


skin rash : S 
joint pain/swelling 
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-II. 


Ni LONG CASE SUMMARY 


es 


CANDIDATE: In summary, then, Mrs/Mr —ÁÉ 


NAME 


is a very interesting patient with a zs ee wë 
DURATION OF SYMPTOMS 


SYMPTOMS 


MAJOR SYMPTOMS AND SIGNS 
challenging diagnostic/management problems. |. believe that her/his MAIN PROBLEM 


However, her/his case does present some unusual aspects: 


history ol... x ` who how presents with 


.(S)he presents several 


is 


SYMPTOMISI? PROVISIONAL DIAGNOSIS? -DIFFERENTIAL DIAGNOSIS? — 


“E DIAGNOSIS 


PROS AND CONS OF POSSI 


STRATEGIES FOR CLARIFYING DIAGNOSIS 


There are also a number of other problems related to this patient's n — 
MAIN PROBLEM 
__. and these include _ 


EES 


RELATEDPROBLEMS ` 


"—M—— 


MY APPROACH to these problems is to begin by — mM de? 
APPROACH TO MAIN PROBLE! 


INVESTIGATIONAL SEQUENCE (NON-INVASIVE FIRST) AND JUSTIFICATION; 


MANAGEMENT STRATEGY (CONSERVATIVE MEASURES Fl RET) 


ld also like to discuss 


APPROACH TO RELATED PROBLEMS 


INVESTIGATION AND MANAGEMENT. OF RELATED PROBLEMS 


So let me now give you some details about exactly what I'd like to do for this pati 


ent 
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1 PHYSICAL EXAMINATION 


OTHER SYSTEMS: 


qme 


GENERAL APPEARANCE 


young/old 
well/distresséd 
cachectic/obese 


jaundiced/pale/ 
pigmented 


plethoric/cyanosed 
deformity/paralysis 


alopecia/hirsutism 
MENTAL STATE 
orlented/disoriented 
lucid/confused 


ee 9 


MAJOR SYSTEMIS) 


GENERAL 


POSITIVE SIGNS 


SIGNIFICANT NEGATIVES 


CARDIAC 


Checklist: 


WERÜSKROUSTREATET 


TRAP HEART 


EEN 


WURSURST 


see 


VECEATRUEURT s 


Si A2P2 $1 7 


{ RESPIRATORY 


e 


L 
Ke 


[ — mW | 


eau" 


EQUIVOCALIDIFFICULT SIGNS 


blood pressure 


respiratory rate 


hydration status 


eR ESOT 


MANEUVRES 
GASTROINTESTINAL 
SPECIFIC STIGMATA 
Ge 
surgical scars BUFUVTRENSTFUT 
FUNCTIONAL ASSESSMENT Kee 
IV therapy FETORT GYNECOMASTIAT. 
OSEE 
fan/oxygen aue 
VERNA GET 
il "HERKIRET TESTIDLEST PAT 
ihhtaler/mebullzer SET 
figtula/shunt P 
| [v 
| 
VITAL SIGNS DISEASE ACTIVITY/SEVERITY 
NEUROLOGICAL 
témperature KE 
: Fen ORE 
pulse 
zapen 
rate/rhythm/quality NERXSTFANTRE 


ERSRDAN SENSORY 


TONY SAAR RENVEST 


EA 


V J-4 


pu. 


hands 

nails 

hair 

skin 

scalp 

eyes: acuity/fundi 

visuat fields 

dental hygiene 

tongue 

Speech 

parietal lobe 
function 

neck; bruits 

parotids 

goiter 

lymph nodes 
back 

breasts 

bladder distension 

abdominal reflexes 

renal/femoral bruit 

genitalia 
perineum 

pelvic examination 

sacroiliac joints 
bony tenderness 
paripheral joints 

gait 

tendon reflexes 
plantar reflexes 
pigmentation 


urinalysis 
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Questionnaire on the assessment of: Guidelines 
in history taking & examination. 
Prepared by: Mohamed Hassan Mohamed Taha. 
Faculty of Medicine-University of Gezira-Batch (23). 
"The name of the sheet (ess) Serial NO (...... ) 


Introduction: 


Dear colleagues: 
Lam pleased to present these sheets to you, in order to meet your satisfaction 


These sheets by any means aren 't intended to be an alternative to the known 
references of clinical examination & history taking, The main objective beyond tt is 
to be easily carried and thoroughly revised every now and then 

We are looking forward to fill this questionnaire in order to improve the coming 


Questionnaire: 
(A) About these sheets: 
(i) The idea of these sheets is: 


(a) Good (b) Acceptable (c) Unacceptable 
(2) The size of these sheets is: 
(a) Suitable (b) Large (c) Small. 
(3) The contents of these sheets is: 
(a) Enough (b) Some topics should be added (c) Some topics should be 
deleted. 
(4) Did it includes the guidelines in history taking & examination: 
(a) Yes (b) To some extend (c) No 


(B) About the coming prints: 
(1) Topics should be added: 


(2) Topics should be deleted: 


«With our respect and appreciation 


- Mold Hsn. M Zo, 
e 


. dr metal 22, Yahoo-com 


-Fy Aa 


The Gastrointestinal System 


CHAPTER (1) 


History Taki 


4$ Personal data: 


Name -Age -Sex - Marital status -Occupation -Residence - 


Tribe -Informer (if other than the patient). 


«+ Date of Admission 


** Main complain ................../Duration CRüf, as uu A 


® History of the Present illness (H.P.1): 


** The main symptoms are: Q^ o 


— 


Abdominal Pain- Heart burn. 

Abdominal mass. 

Vomiting 

Nausea 

Anorexia. 

Dysphagia. 

Alteration in bowel habits. 

Bleeding : Haematemesis & Malaena -Rectal Bleeding- 
Piles. 

Yellowish discoloration. 

Appetite. 

Oral water (excessive salivation). 


Wt loss. 


SS Past medical history (P. M. H): 
*— Past history of similar condition 


*— History of diabetes, hypertension, Blood transfusion, jaundice, 


and schistosomiasis 


P—- Past history of hospitalization (when. Where. Why. How long. 


What was the treatment ) 


*— Past history of surgical operation. 


ZS Family history (F. H) 


t Family history of similar condition. 


*— Family history of D M, HTN. 


E Drug history (D.H): 


*— Drugs allergy. 
b— Significant medication. 


Ł}— Drugs used now (dose, frequency, and duration). 
e NSAIDS. 
Socio - Economic history: 


** The important social factors: ; 
(b Income Wob (detailed Family pembe owha condition (NO. 
of room, water supply, electricity, animals, flowers... etc) Habits 
(smoking-alcohol consumption) education -Travelling. 


[ *— Ask smokers about: type (cigarette, cigars, and pipe), 


quantity, and duration. 
*— Ask alcohol consumers about: quantity, type of drink, 


and duration. 


** Then you do a summary ......................(see the appendix) 


CHAPTER (2) Lo? 


(a) Abdominal pain: 

(D Site (2) onset (3) duration 

(4) Frequency (5) character (6) severity 

(7) Radiation (8) aggravating factors 

(9) Relieving factors (10) and association. 
(b) Abdominal distension: . 

(1) Onset (2) duration (3) association. , Pid4 yea ES 
(c) Abdominal mass: D 

(1) Site (2) size (3) shape 

(4) Surface (5) onset (6) duration 

(7) Progression. — (8) and association. Quos Quse p^ 
(d) Vomiting 

(1) Onset (2) amount (3) constituents 

(4) color (5) Smell -(6) frequency 

(7) aggravating factors (8) Relieving factors 

(9) association. 
(e) Dysphagia: 

(1) Onset (2) site (3) painful or not 


(4) Progress or worse / with fluid or solid food. 


(f) Haematemesis/Malaena: 


(1) Amount, (2) frequency, (3) color, 
(4) Clots, (5) association, 
(6) Aggravating / relieving factors. 
(g) Jaundice: 
(1) Onset (2) severity (3) duration 
(4) Itching (5) color of stool (6) color of urine 


(7) Association. 
(h) Diarrhoea: 


(1) Frequency (2) color (3) constituents 

(4) Smell (5) mucus (6) blood 

(7) Association (8) aggravating / relieving factors. 
(i) Constipation: 

(1) Duration (2) Absolute or partial, and flatulence. 


ada 


CHAPTER (3) 
ZS Abdominal pain: (according to anatomical position) 

(A) Epigastric pain > Peptic ulcer, gastritis, worm infestation, CA 
stomach, esophagitis, cholecystitis, hepatitis, 
pancreatitis, carcinoma of pancreas, 
Myocardial infarction, basal pleurisy. DKA 

(B) Right hypochondrial region > liver _ gallbladder. 


" (C) Left hypochondrial region > spleen. 
(D) Right/ Left loin > Kidneys, large intestine. 
(E) Right iliac fossa? ^ appendix, caecum. 
(F) Left iliac fossa > sigmoid colon. 
(G) Umbilical region > small intestine. 
ZS Example of analysis of acute abdominal pain: 
e e Acute " 
Paetic Ulcer Acute cholecystitis Panergatitis Urateric colic 
(1) Main site Epigastrium Epigastrium or Rt.  Epigastrium ` From the loin 
Hypochondrium. to groin 
(2)Radiation Sometimes into Beneath Rt. In to the back In to scrotum 
the back Scapula Rt. May become or labia. 
Shoulder tip generalized 
(3)Character Gnawing Constant once Sudden onset Constant 
maximal Constant 
(4) Severity Mild to Moderate to sever Very sever Very sever 
moderate 
(5)Duration % —3 hours Usually several Days Usually hours 
hours 
(6) Frequency Remission for Unpredictable Unpredictable mes 
&Periodicity weeks or months 
(7) Special time Between meals — — — 
for occurrence 
(8) Aggravating Irregular meals zeg After alcohol Dehydration 
factors Smoking or heavy Previous 
meals infection of 
urine 
(9) Relieving Food - antiacids- = May be — 
factors Vomiting ceases by 
sitting upright 
(10) Associated Family history Restless & Gall stones Restless & 
phenomena G.LHaemorrhag vomiting Jaundice Paralytic ileus Vomiting 
e Perforation Haematuria 
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Differential diagnosis of 


dysphagia: 


+ 9 + + 


* 
+ 


PES. 


+ 
+ 
* 
* 
+ 
+ 
+ 
* 
* 


Stomatitis, tonsillitis. 
Reflux esophagitis. 


Benign esophageal stricture. 
Carcinoma of the esophagus. 


Paralysis of pharyngeal 
muscles. 

A chalasia. 

Scleroderma. 

Plummer vinson syndrome. 


Compression of the esophagus 
from outside. 


Globus hystericus 
Myasthenia gravis. 


Of persistent/ recurrent 
vomiting: 

Chronic renal failure. 

Raised intracranial pressure. 


Labyrinthine disorders. 
Gastric outlet obstruction. 
Pregnancy. 

Post gastric surgery. 
Achalasia. 

Food allergy. 
Psychogenic. 


AA Of Haematemesis / Malaena: 
Peptic ulcer. 


Esophageal varices. 
Erosive gastritis. 


Esophagitis. 
Mallory Weiss syndrome. 
CA stomach. 


Hereditary haemorrhagic 
telangiecasia. 


* 99 9 9*9 9 


* Bleeding disorders. 


AA Of acute diarrhea 
(A) Diarrhoea without blood: 
* Viral gastroenteritis. 
* Food poisoning except 
bacterial infection. 


* Cholera. 


* Traveler's diarrhea. 
* Spurious diarrhea. 


(B) Diarrhoea with blood: 
* Food poisoning (bacterial 
infection). 
Bacillary dysentery. 
+ Amebic dysentery 
+ Ulcerative colitis/ corhn’s 
disease (first attack). 
Pseudomembranous colitis. 


Yersinia enterocolitica colitis. 


+ 


schemic colitis. 


+ 


D.D.Of chronic Diarrhoea 

+ (B)Diarrhoea with blood: 

Amoebic dysentery (recurrent) 
Ulcerative colitis. 


D.D.Of chronic Diarrhoea 
(A) Diarrhoea without blood: 


Malabsorption. 


ILeoceeal Tuberculosis. 
Crohn's disease. 


CA colon. 
Diverticulosis. 


Irritable bowel syndrome. 


Diabetic diarrhea. 


+ A 9 


Laxative abuse 
Zollinger Ellison syndrome. 


Types of fever 


character Example 

Continued Temperature doesn't drop | e Typhoid fever. 
but may fluctuate between | , Typhus. 

N morning and evening. 
Intermittent Temperature falls to e Pyogenic infection. 
normal or below normal | e Lymphoma. 
every day. TB 
Early stage of malaria. 


N 


EEN Daily fluctuations>2 °C Leshmaniasis. 
, Temperature doesn’t 
return to normal 
Relapsing Temperature returns to Malaria. 

| normal for days before Brucellosis. 
N 


rising again. Lymphoma 
Pyogenic infection. 


CHAPTER (4) 


CLINICAL EXAMINATE #7 


E General rules: 


p— Always explain to the patient what are you going to do. 


p- Never order the patient. But always Së? please and thank you- 


*— pont hurry Or attempt any shortcuts but follow a careful 


routine. 
Ej Examination environment: 


pee Maintain privacy 


ze The patient must feel comfort. 


w—— The presence of a female. nurse OF A relative while examining 


a female is mandatory. 


p-- Obtain adequate illumination (dad light) and exposure. 


you SHOULD TA! T THE RIGHT SIDE OF THE PATIENT, 


ND AT TE 
OR IF you ARE LEFT HANDED you CAN CONDUCT THE 
WHOLE EXA! 


MINATION ON THE LEFT SIDE- 


SOCIAL PROCEDURE 
CONTACT em ae 


coneral Examigati 


&& Observe the general features of the patient, and comment: 


Well, ill, cachexic, wasting, mental state, and irritant. 


Be 


Sclerosis, xanthomas, scratching marks. 


e 


E 


Then look for: jaundice, pallor, plethora, pigmentation, 


Examine eyes for: Jaundice, pallor, Xanthelasma, iritis. 


Examine the mouth for: pallor, cyanosis, ulcers, stomatitis, 
gingivitis, gum bleeding, gum hypertrophy, glossitis, 
leukoplakia, breath smell, dry tongue, and coated tongue. 


Examine the parotid gland for: enlargement. 
Examine the neck for: lymph nodes, JVP, thyroid 
enlargement, and virchow’s node. 
Examine the chest for: spider naevi- gynaecomastia in a male 
breast- atrophy in a female breast. 


Examine the hand for clubbing, koilonychia, leukonychia, 
cyanosis, pallor, palmer erythema, dupytren contracture, and 
flapping tremors. 


Examine the arm for: bruising, wasting, spider naevi, scratch 
marks, axillary lymph adenopathy, and pigmentation. 
Check vital signs; Blood pressure, Pulse, Temperature, 


Respiratory rate. 


Check weight and height 


X signs ef chron liver cista st (stigmata) $ 


arvation, malnutrition, hepatic 
encephalopathy, TB, CA. 


* The patient is ill, St 


wasted, disoriented 


Malabsorption, blood loss, haemolytic, 
malignancy. 


“ The patient may be 
anemic 


The patient may be 


Jaundiced obstruction, hyperbilirubinaemia 


Haemolytic anemia, liver disease, biliary 


Enlarged parotid 


glands mumps, sever dehydration, salivary sto 


Malnutrition, alcoholism, fatty infiltration, 


nes 


(A)GIT: Liver disease, celiac disease, 


* Clubbing fingers: 
Degrees ¥ 


and inflammatory bowel disease. &- 
(B)Respiratory: bronchiactasis, lung 
abscess, fiberosing alveolitis, pulmonar 
infarction, TB. 

(c) Cardiovascular: cyanotic heart 


(D) Familial. 


malabsortion syndrome, crohn’s disease, 


disease, infective endocartitis, AV shunt. 


y 


Liver cirrhosis, pregnancy, thyrotoxico 
polycythaemia. 


* Palmer erythema 


sis, 


* Febrile Brucellosis, typhoid, malaria, TB. 


4$ Enlarged lymphnodes Malignancy — Infection. 


is ** Liver cirrhosis, hyperthyroidism, 


pregnancy, occasionally normal. 


Spider naev 


& Clubbing fingers-Degrees* 
] Abnormal fluctuation of nail base. 
II. Loss of angle. 
IIl. Increased curvature of the nail along axis. 
IV Drum — stick appearance. 
V (pulmonary) Osteodystrophy with tenderness 


SS Spider naevi: ** 

e It is a central dot from which small-dilated vessels radiate giving 
the appearance of spider legs (mainly arterioles). 
If more than 2 anywhere in the body, is considered, to be abnormal. 
Distribution: face, neck, arms, upper part of the body (areas drained 
by superior vena cava). 


Abdominal Examinati 


ZS Before you start: 


*— Lie the patient flat with head on one pillow, arms by his/her 
sides, and knee well drawn up (Hip joint can be flexed to relax 
the abdominal wall). 


*— Expose the abdomen from the chest margin to groin. 


Genitalia should be covered, but don't forget to examine it 


[1] Inspection 


(1) Abdominal contour (2) Flanks 

(3) Umbilicus (4) Prominent veins 

(5) Movement with respiration ` (6) Cautary marks 

(7) Scars (8) Pubic hair (9) The testis 

(10) Visible pulsation, peristalsis, pigmentation (11) .Hernial orifices 


dE aim SP qq SS HU mM DC MEE. 

| * Keep in mind that you should kneel on your knees 
while inspecting the abdominal contour. 

, ———— —— ——————————————— UY d 


SS Abdominal contour: 


- Scaphoid or shrunken > starvation, wasting, T.B, 
malignancy. 
- Distended > (5Fs) fluids, fat, fetus, faeces, and flatus. 
- Ascitis: Abdominal distention with fullness of flanks due 
to presence of fluid in the abdominal cavity. 
-Asymmetric swelling > enlarged organs, tumor ... etc . 


sd 


& Abdominal wall: 
-Shiny smooth skin > distortion 
-Straie > over-weight, obesity, pregnancy, cushing’s syndrome 
-Scars > operations, biopsy, paracentesis, cautry. Se 
-Prominent veins > Portal system obstruction, inferior vena cava 
obstruction. 
Caput medusa > portal system obstruction. 


** Note : anastomosis between portal and systemic circulation. 


(1) Anterior: Paraumbilical vein connects left branch of portal vein 
to abdominal wall veins. 

(2) Posterior: Posterior gastric vein connects splenic vein to inferior 
vena cava through venous network and left renal and supra renal 
veins. 

(3) Superior: Left gastric vein connects portal to azygos through 
gastric and esophageal venous network. 

(4) Inferior: Inferior mesenteric vein connects splenic vein to rectal 
and venous network.. 

** Abdominal Movement: Diminished completely or partially/ 
unequal -peritonitis - paralytic ileus. 
** Visible Pulsation: 
A Visible -> thin Persons — aortic aneurysm -tumor. 
X Pulsatile liver > tricuspid regurgitation. 
*5* Visible peristalsis: Gastric outlet obstruction _ intestinal 
obstruction. 
** Umbilicus: 
X Flat. 
A Inverted > normal. 
M Everted > increased intra-abdominal pressure. 
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[2] Palpation 


Don't fix your eyes on your hands | 


You are expected to treat the patient gently, so always: 

A Warm your hand before you touch the patient. 

A Ask him /her where it hurts? 

M Remember to look at the patient face while you are palpating. 


Palpation 


Superfiuial deep 


For 

(1)Tenderness 
(2)Superficial masses 
(3) Guarding & rigidity 


Spleen. 
Liver. 
Kidneys 


Abdominal Masses. 
Inguinal lymph-nodes 


(4)Temperature 
NB: determine whether the 
abdomen is soft or not 


¢ Tenderness: Appendicitis — cholecystitis- peritonitis- nervousness. 
Rigidity & guarding lack of relaxation : peritonitis. 
Spleen: 
ZS Criteria of spleen: 
(1) Mass in the left. hypochondrium, directed toward the umbilicus or 
Rt. iliac fossa. 
(2) Has a medial notch. 
(3) Not bimanual palpable. 
(4) Move with respiration. 
(5) You can not go above it. 
(6) Dull on percussion. 
® Enlargement of spleen below the costal margin: 
A Mild enlargement (less than 3cm). 
A Moderate enlargement (3 Zem) 
A Marked enlargement (more than 7cm). 
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ZN ZN Of massive 
splenomegally: 
AC Hyper acute malaria 


syndrome. 
A Kalazar 


ZSAN Of splenomegaly: 
* TSS (hyper acute malaria 
syndrome) 


* Portal HTN 
(schistosomiasis). 

A Chronic myeloid leukemia 

A Kalazar. 

A Lymphoma. 

A Myelofibrosis 

A Thalasemia. 

A Enteric fever. 

X Viral hepatitis. 

Ai Haemolytic anaemia. 

A SLE. 

A Infective Endocarditis. 

A Infectious mononucleosis 

AM Brucellosis. 


A Portal HTN 
A Chronic myeloid leukemia. 


A Myeloproliferosis 
(lymphocytic lymphoma) 


Liver: 
(Determine the size, tenderness, surface, consistency, edge, and, span). 


Z^SZ^S. Of tender hepatomegaly 

A Hepatitis. 

X Congestive hepatomegaly. 

A Amebiasis(Amebic liver 
abscess). 

X Hepato- cellular carcinoma. 


A Pyeogenic abscess 


£N Nor hepatomegaly 
A Acute hepatitis. 
A Chronic liver disease. 


A Right heart failure. 

A Amebic liver disease. 

A Pyogenic LD. è 

MN .Malignancy.. 

A Metabolic disorders 
(glycogen storage disease). 


ÆA A Of hepatosplenomegaly (common causes): 
A Malaria 

A. Portal hypertension. 

A Hepatitis 

Ai Myeloproliferative disorder. 

A Amyloidosis-Sarcoidosis. 

A Infectious mono nucleosis. 

éi Hepatic cirrhosis. 


SKS 


Liver : 


if it is: 
X Soft, smooth, tender > hepatitis — congestion. 
A Firm, irregular, nodular > cirrhosis — hepatocellular 


carcinoma — metastasis —hydatid disease. 
A Tender ` hepatitis CHF — Budd chiari syndrome. 
X Pulsatile ` Tricuspid incompetence — hepatocellular carcinoma 
** Stomach: 
° Masses > malignancy. 
° Succussion splash > Gastric outlet obstruction. 
** Enlarged gall bladder: obstruction of the common bile duct , 
cystic duct 
“* Tumors; size —site -shape — consistency — mobility. e 


[3] Percussion 


| NB: Light percussion gives more information than heavy percussion 


Æ You percuss over the: 
() Liver (borders —dullness)(Liver span}. 
Causes of reduced liver dullness: 
(1) Pulmonary hyperinflation (e.g. chronic obstructive airway 
disease). 
(2) | Small shrunken liver (e.g. cirrhosis) 
(3) Free air beneath the diaphragm (e.g. perforated hallow 
viscous). 
(4) Interposition of the colon between the liver 
& the diaphragm(an unusual anatomical variant known as 
chilaiditi's syndrome) 
D) Spleen (normally impalpable). 
(ui) Abdominal cavity (gas — fluid). 
€ Incase of Ascitis do: 
(1) Shifting dullness. 
(2) Fluid thrill (massive Ascitis). 
(3) Palloting or Dipping (for liver, spleen and other masses under 
fluid). 
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Ascitis e 


go ln et, 


Exudate 
* Malignancy. 
* Tuberculous peritonitis. 
* Bacterial peritonitis. 
* Pyogenic abdominal 


Transudate 
* Congestive heart failure. 
* Constrictive pericarditis. 
* Tricuspid incompetence. 


* Liver cirrhosis. j à 
infection. 


* Pancreatitis. 
* Myxedema. 
* lymphatic obstruction 


* Hypoalbuminaemia 

* Budd-chiari syndrome. 
* Nephrotic syndrome. 

* Meig's syndrome. 


[4] Auscultation 


(1)Bowel Sounds: (intermitted gurgling). 
(2) Vascular bruit: (liver —renal artery). 
(3) Venous hum: (portosystemic anastomosis). 
(4) Friction rubs: (liver —spleen). 
* Bowel Sounds: 

e Prominent > malabsorption syndrome — gastric 
outlet obstruction — intestinal obstruction — diarrheal 
states -Borborygmi-sever GIT hemorrhage. 

e Absent > paralytic ileus — peritonitis. 

** Vascular Bruit: Over : 

- Liver > hepatocellular carcinoma — alcoholic hepatitis — 
hemangioma. 
-Lower abdomen > from heart — narrowing of superior 
mesenteric vessels. 
-Renal artery > Stenosis. 

** Venous hum: over Porto -systemic anastomosis? portal obstruction. 

“+ Friction Rubs: hepatitis — liver metastasis — perihepatitis — 

perisplenitis — splenic infarction. 
“+ Succession splash: gastric outlet obstruction. 


Digital Rectal Examination 
A Inspect the anus. 
A Palpate rectal walls (for masses). 
A Inspect gloves (secretion — color). 


NB: more details in the surgical sheet. 


The abdominal examination does not complete unless you perform the 


digital rectal examination 


The proper diagnosis should be written as the following: 
(1) The lesion (2) The etiology. 


(3) The functional state (4)The complication. 


Example: patient with: 
¢ Liver Cirrhosis (lesion), 
** Hepatitis B (etiology), 
“+ Jaundiced (functional state) , 
ée In Hepatic Coma (complication). 


Always remember: 

(To study the phenomena of disease with 
out books is to sail an uncharted sea, 
while to study books with out patients 
is not to go to sea at all). 


References: 

X Macleod's clinical examination edition 2000. 

X Hutchison's clinical examination 21“ edition 2002. 
^ Medicine for examination 3" edition 1996. 

X Essentials of differential diagnosis 4" edition 1996. 
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RPPENDIX LONG CASE PROTOCOL: | HISTORY 


EXAMINER: ` Hello there, l'm Professor Smith and this is Dr.Jones—would you like to 
tell us about the patient you've just seen? 


( ‘cannipaTe: Certainly, sir. | saw 
NAME 
who is a 
AGE SEX NATIONALITY OCCUPATION 
admitted to hospital because of/for investigation of 


WHEN? 
. (S)he had been completely 


PRESENTING SYMPTOM(S) 
well until when (s)he developed 
WHEN WERE THE VERY FIRST SYMPTOMS? 


(S)he then/since that 


INITIAL SUSPICIOUS SYMPTOMS 
(now go into: ENORMOUS DETAIL) 


time 
EXACT SEQUENCE OF EVENTS: BURATION AND PERIODICITY OF SYMPTOMS, 
NATURE AND SEVERITY; LOCATION AND RADIATION Or PAI: 
EXACERBATING AND RELIEVING FACTORS; RESPONSE TO PREVIOUS TREATMENT; 
RESULTS OF PREVIOUS INVESTIGATIONS: HOW HAB THE DISEASE BEEN MONITORED? 
"ASSOCIATED FEATURES 
Her/his main problem(s) in coping with this disease is/are 
PAIN; 
DAY-TO-DAY INCAPACITY: INABILITY TO WORK; 
SOCIAL HANDICAP; SEXUAL PROBLEMS: 
EFFECT ON FAMILY: SUFFERING AND DEMORALIZATION. 


Her/his doctors have recently told har/him that (sibe has 


DIAGNOSIS IF KNOWN 
arid that the outlook is S 


PROGNOSIS IF KNOWN 


Curreritly.ts)tre remains In hospital because of S 
ONGOING MANAGEMENT; 


PLANNED: INVESTIGATIONS DISEASE COMPLICATIONS 


S 


Jd 
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Checklist: 
short of breath 
chest pain 
palpitations 
dizziness 
orthopnea 
nocturnal dyspnea 
claudication 
syncope 

fatigue 


wheeze 
stridor. 
cough 
sputum 
hemoptysis 
pléudsy 
sweats 
dysphagia 
nausea 
vomiting 
diarrhea 
constipation 
weight loss 
heartburn 
abdominal päin 
jaundice 
hematemesis 
melena 

rectal bleeding 


headache 
photophobia 
blurred vistar 
loss of vision 
vertigo 

deafness 

funny turns 
unconscioustess ` 
paresthesiaa 
numbness: 
weakness. 
paralysis 
difficulty walking 
dysarthria 
dysphasia: 
hematuria 
nocturia 

dygurià 

oliguria 

polyuria 
potydipsia 

loin pain 
pruritus 
incontinence 
skin rash 

joint pain/swelling 


DIRECT QUESTIONS 


RELATING TO. 
STEMIS) INVO 
IN PRESENT ILLNESS 


"(positives and 


oue accuse 
DIRECT QUESTIONS ` 


significant positives 


önd negatives only] 


di "E —" 

M PREVIOUS 
OPERATIONS AND 

3 BLOOD 

TRANSFUSIONS: 


DAILY LIFESTYLE | CH 


Past smoking 


ks ACTIVITIES OF 
mdp i DAILY LIVING 
S m [ "Fünetio onal capacity 
Handicaps 
PAST MEDICAL Alis 
` HISTORY 


Allergies 


eve. A 
{ CURRENT 
^ MEDICATION 


Pet; animat contact 


AND 


Recent travel 


|. Diet 
| Menstrual/sexual 
[history dtr relevant] ` 
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Ill LONG CASE SUMMARY 


CANDIDATE: In summary, then, Mrs/Mr 


NAME 
is avery interesting patient with a si 


"DURATION OF SYMPTOMS ` 


history of... who naw presents with 


SYMPTOMS 
(S)he presents several 


MAJOR SYMPTOMS AND SIGNS 
challenging diagnostic/management problems. | beliéve that her/his MAIN PROBLEM is 


SYMPTOMS? PROVISIONAL DIAGNOSIS? DIFFERENTIAL DIAGNOSIS? ` 
However, her/his case does present some unusual aspects: EE. 


MAIN PROBLEM 
and:these include — 


~~ RELATED PROBLEMS 
MN APPROACH to: these problems is: to: begin by 


APPROACH TO MAIN PROBLE! 


INVESTIGATIONAL SEQUENCE (NON:INVASIVE FIRST) AND JUSTIFICATION; 


MANAGEMENT BTRATEGY (CONSERVATIVE MEASURES FIRST) 


I'd also like to discuss Genee 
APPROACH TO RELATED PROBLEMS 


INVESTIGATION AND MANAGEMENT OF RELATED PROBLEMS 


So let me now give: yeu some details about exactly What I'd like to do for this patient 
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I PHYSICAL EXAMINATION, 


OTHER SYSTEMS: 


jauridiced/pàle/ 
pigmented 


plethoric/cyanosed 
deformity/paralysis 


alopeciafhirsutism 


MENTAL STATE 
orlented/disoriented 
lucid/confused 


hostile/co-operative 


p? 


POSITIVE SIGNS 


SIGNIFICANT NEGATIVES 


Checklist: 


‘GENERAL APPEARANCE / MAJOR SYSTEM(S) CARDIAC 
EET ESATEN ENET 
young/old Sara 
wollfdistrasséd GENERAL SSURBSTERTRA OUEST 
| ORTOP? 
cachectic/obese veer 
[I ` 


$1 A2P2 S1 


RESPIRATORY 


SSES 


Eech 


EE 


[rr 


EQUIVOCALDIFFICULT SIGNS 


respiratory rate 


d hydration status 


‘SHEATH BOUNDS 


d 


MANEUVRES . 
GASTROINTESTINAL 
SPECIFIC STIGMATA 
Ge 
surgical scars TOUREN STAAT 
FUNCTIONAL ASSESSMENT SERRRGGEST OTT 
IV therapy TETGRFRYNSCONIETAT 
erem 
fan/oxygen 
[LUE 
n x ERNIAETTESTIDUEST PAT 
inhaler/nebulizer GE Wn 
fistula/shunt Pa 
[37 
VITAL SIGNS DISEASE:ACTIVITY/SEVERITY 
NEUROLOGICAL 
temperature Gg 
+ FASCICULATIONT TONET 
DES pun "CUONUST WEAKNESS? 
ratg/chythim/quálity emma 
E Ge 
blood préssure Ge 


Ro 
£A 
\ 


hands 

nails 

hair 

skin 

scalp 

eyes: acuity/fundi 

visual fields 

dental hygiene 

tongue 

speech 

parietal lobe 
function 

neck; bruits 
parotids 

goiter 

lymph nodes 

back 

breasts 

bladder distension 
abdominal reflexes 
renal/femoral bruit 
genitalia 
perineum 

palvic examination 
sacrolliac Joints 
bony tenderness 
peripheral joints 
gait 

tendon reflexes 
plantar reflexes 
pigmentation 


urinalysis 
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Gastroenterology 


Physical examination protocol 4.1 You are asked to examine the gastrointestinal system 


7. Eyes: xanthelasma, arcus (PBC) 


scleral icterus 


Kayser-Fleischer rings 
nystagmus (Wernicke's] 


uveitis (IBD) 


P 


6, Supraclavicular adenopathy 
Parotidomegaly 
Spider nevi 


` 


8. Proximal wasting/weakness 
Absent axillary hair 
Arthrópathy (IHC) ~ 
Acute arthritis (8D) 


4. Skin: | 


seratch marks 
pigmentation (IHC, Whipple's) 
bullae, atrophic scars (PCT} 
scleroderma 
xanthomata 


arenas MER E t 


léukonychla;kollonychia 
palmar erythema ` =: 
Dupuytren's contracture 
flapping tremor. 


\ 


2. Overall appearance: 
malnourished 


unkempt 

jaundiced X 

1, Introduce yourself 
Position tha patient 
Obtain adequate exposure 


Rg menn 


ae inu 


12. Urinalysis: 


"e 


8. Mouth and pharynx: 
fetor 
cheilitis, glossitis 
aphthous ulcers 
telangiectasia 
xerostomia (PBC} 
pigmentation (Peutz-Jeghers] 


\ 


—~ 9. Gynecomastia 


—-- 10. Abdomen: | 
operation scars 
visible mass on respiration 
flank distension; caput 
palpate/percuss/measure 
liver and spleen 
percuss ascitic level 
roli patient to right, repeat 
ascitic percussion and 
spletiic paipation 
lie flat: ballotte kidneys 
palpate inguinal nodes 
check hernial orifices 
examine perineum, genitalia 
auscultate: bowel:sounds 
venous hums 
bruits, rubs 
request PR examination, 
sigmoidoscopy 


/ 


^1. Edema (peripheral + sacral) 

foderma, erythema nodosum 
Peripheral neuropathy 
Cerebellar examination 


A 


Higher center examination 
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Diagnostic pathway 4.2. This patient is noted to have hepatomegaly. What is your provisional diagnosis? 


HEPATITIS 


FATTY LIVER 
RIEDEL'S LOBE 


Non-tender liver Tender liver 


NO ASCITES: 


ISOLATED 
HEPATGMEGALY 


EE 


No peripheral edema 


Peripheral edema 
Liver bruit 


Pulsatile liver 


Périphéral edema: 
Non-pulsatile liver: 
Absent hepatojugular 


reflex T 
HEPATOMA 
LIVER METASTASES 


|. 
D 
k 
i 


CARDIAC FAILURE ` 
TRICUSPID VALVE ` 
DISEASE 


BUDD-CHIARI 
SYNDROME 
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Diagnostic pathway 5.1 This patient has presented with hepatosplenomegaly. What underlying disorders might 
be responsible? 


STABLE CIRRHOSIS: 
PRIMARY BILIARY CIRRHOSIS 
HEMOCHROMATOSIS 
CHRONIC ACTIVE HEPATITIS 


ADVANCED CIRRHOSIS 
+ BUDD-CHIAR! SYNDROME 
st HEPATOMA 


Ascites No ascites 


CHRONIC 
LIVER DISEASE 


Spider nevi 

| Jaundice 

| Gynecomastia 
Testicular atrophy 


HEPATOSPLENOMEGALY 


Haris 


l + Massive splenomegaly 
| Splenic rub 


HEMATOLOGIC 
DISORDER 


No lymphadenopathy 


* MYELOPROLIFERATIVE DISEASE 
NON-LYMPHOCYTIC LEUKEMIA 
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Lymphadenopathy 


LYMPHOMA 
LYMPHOCYTIC LEUKEMIA 


e VIE. 


Diagnostic pathway 4.1 The patient is jaundiced. Why do yau think this. might be? 


e.g. Hereditary 
spherocytosis 


HEMOLYSIS 


GILBERT'S 
SYNDROME 


ACUTE 
CHOLECYSTITIS: 


d Ténder Diffuse 
2 Splenomegaly Murphy's: tight-upper hepatic 
4 Chólaeystectamy sign. quadrant tenderness 


UNCONJUGATED CHOLESTATIC/ 
*« HEPATOCELLULAR/ 
Ne OBSTRUCTIVE 
Non-tender right 
upper quadrant 
*Hépato-/ 
splenomegaly 


SE CIRRHOSIS 
Deep jaundice: 
Misight loss ^ 


No hepatomegaly 
, 5 Palpable; non-tender. 
gallbladder 


` EXTRAHEPATIC 
“OBSTRUCTION. 


NE DEL: i ‘6.9. cancer 


‘of the pancreas 
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